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ABSTRACT 
This research study reviews the global advances made in health care quality assurance, tracing 
its origins from the manufacturing and service industries through to the context of the health 
care industry. The Total Quality Management (TQM) model, originally adopted by the 
industrial sector is investigated as a possible paradigm for the health sector. Customer-supplier 
modelling, a novel methodology founded on the TQM philosophy is developed and applied to 
a hospital setting to test whether it can provide the framework for inter-disciplinary quality 
improvement. In essence this thesis examines whether it is possible to implement a quality 
assurance system in a large London teaching hospital based on the TQM philosophy, and 
whether the development of customer-supplier models can provide the framework for coherent, 
interdisciplinary, continuous quality improvement. 
Application of the models is found to be particularly relevant and beneficial to the clinical 
directorate - the front end of health care delivery - and examples are given at both macro and 
micro level. In particular, practical application issues are highlighted which include the 
importance of leadership from the clinical director, support from medical doctors and the role 
of the quality facilitator. But tantamount to all these requirements is team working, without 
which Total Quality Management can never be achieved. The benefits of customer-supplier 
modelling are shown to promote inter-disciplinarity, genuine dialogue, co-operation and an 
holistic approach to health service provision. 
This research has shown that an inter-disciplinary, systems approach to quality improvement, 
based on the use of customer-supplier modelling and the quality assurance cycle, provides a 
frame-work for the identification, analysis and solution of quality problems which involves both 
internal and external customers and suppliers. The results from this research have contributed 
towards the goal of inter-professionalism and genuine dialogue with the customer. This thesis 
concludes by recommending that there is a real requirement to look towards developing more 
participative ways of involving clients in the definition, evaluation, monitoring, supervision, 
production and reformation of health care quality and health care delivery systems. 
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Chapter One 
Introduction 
"Unsuccessful Quality Assurance programmes 
produce either systems without spirit or 
passion without a system" 
Leigh, 1989 
IlItroductwn 
1.0 Background 
In Britain the 1990 government National Health Service (NHS) reforms (DoH, 1989a) 
explicitly put 'quality' on the agenda for the first time and the pressure on NHS staff to 
implement more formalised audit and quality improvement programmes became a 
mandatory part of service provision . 
Although concern about providing quality health care is as old as medicine itself, for a 
long time it has been confined to the development of clinical guidelines, protocols and 
standards of care by professional groups for specific problems. Comprehensive 
guidelines covering several levels of care and several provider groups are rare (Vuori, 
1992), although much good quality care is dependent on collaboration and 
communication between these provider groups. 
The rationale of quality improvement in health care is to create an environment 
whereby it is possible to anticipate, understand and be responsive to patient needs. For 
this to happen regular, critical and systematic analysis and evaluation of health services 
is required. This must include the contributions to care given by all professional groups 
and take into account both the clinical and non-clinical aspects of health care delivery 
(Moss, 1992a). 
A widely accepted general definition of quality is 'meeting client needs'. In health care 
meeting client needs may not only mean the patient, but can also include potential 
users of health services, the population in general, other health care professionals and 
supporting staff. By expanding the word client to include all those involved with health 
care provision, whether giving or receiving services, we find that we cannot talk about 
quality of care alone but instead shift the emphasis to quality of health service provision. 
This encompasses all people, processes and systems involved with delivering health 
care. 
What is required is to give health care providers an appropriate framework for assuring 
quality health services which anticipate, understand and respond to patient and 
population needs, whilst also allowing for organisational and staff development on a 
continuous basis. This framework must recognise that quality is as much a people issue 
( 11 lP t'f ,. 
Introdm tion 
as it is a technical issue, and that it is concerned with understanding how people, 
processes and systems interrelate. 
Total Quality Management (TQM), an holistic management philosophy initially adopted 
by industry offers a possible paradigm for health services. Although there are 
fundamental differences between the public and private sector, and manufacturing and 
service based industries these do not prevent hea lth services from using established 
quality systems, tools and techniques, although careful adaptation and selectivity is 
required (0vretveit, 1992). 
1.1 Hypothesis 
Flaws in quality tend to be a property of systems, not of people and as Berwick points 
out (Berwick, 1992a), effective improvement depends far more on better systems of 
product or service delivery than on better incentives for personnel. This research study 
sets out to test whether industrially developed models for quality improvement can be 
applied to the health sector, especially in light of the NHS reforms (DoH, 1989a) and 
subsequent changes in organisational, managerial and clinical structures. The 
hypothesis for this research is that the TQM philosophy can be successfully adopted in a 
hospital clinical directorate through developing and establishing appropriate quality 
assurance systems that take into account the changes of the reforming NHS. 
1.2 Objectives of Research 
The overall aim of this research is to demonstrate that TQM is applicable to a health 
care setting in the context of the National Health Service. 
The specific objectives of this study are to: 
1. Critically review Quality Assurance (QA) approaches in order to identify 
which have potential for application in the health sector 
2. Examine whether TQM is applicable and appropriate in relation to a health 
care del ivery system 
3. Develop a customer-supplier modelling methodology for understanding how 
people, processes and systems interrelate 
4. Construct customer-supplier models of a clinical directorate 
( hapt· 1. 
5. Establish a directorate quality assurance system, using customer-supplier 
models to provide the basic framework for interdisciplinary quality 
improvement 
In essence this thesis is examining whether it is possible to implement a directorate QA 
system based on the TQM philosophy, through the development of customer-supplier 
models and whether such models can provide the framework for coherent, 
interdisciplinary, continuous quality improvement. 
1.3 Thesis Structure 
The structure of the thesis is as follows: 
Chapter 2 follows the evolution of quality assurance theories and techniques from the 
industrial sector through to the context of health care delivery. It discusses what quality 
means in terms of health service delivery and critically reviews the different 
international models and approaches currently being adopted. An analysis of the 
impetus for the introduction of QA and reasons for why different models have been 
implemented is given. This chapter argues for the importance of having formal QA 
systems in place in terms of public accountability, concern for excellence, value for 
money and inter-professional development. 
Chapter 3 deals with the research approach and methods used in this study. It reviews 
the various research options available and argues that the most appropriate research 
strategy is an action research approach using case studies in select pilot-sites. Whilst the 
limitations of such an approach are recognised, it is concluded that due to the 
participative nature of this research the study does not lend itself to more traditional 
experimental approaches. 
Chapter 4 describes the methodological issues in relation to the rationale and 
development of 'customer-supplier' modelling. In this chapter it highlights the 
technical, political and cultural issues involved in establishing QA systems in a clinical 
environment and the significant role of the clinical directorate for the institutionalisation 
and acceptance of QA. It details the relevance of customer-supplier modelling and how 
Introduction 
it can be used at micro and macro level as a tool to aid interdisciplinary QA. Finally the 
relative merits of different implementation strategies are assessed and a framework for 
QA implementation is proposed. 
Chapter 5 focuses on St Thomas' Hospital, the site for testing out this research. It 
describes its organisational structure and readiness to take quality assurance approaches 
on board in light of the NHS reforms and their particular relevance to London hospitals. 
It develops a customer-supplier model at hospital level and analyses the importance of 
the hospital's different external customers and suppliers. Finally the hospital's policy on 
quality is reviewed in relation to the proposed QA implementation strategy described in 
Chapter 3. 
Chapter 6 describes the pilot site selected for testing the hypothesis and focuses on the 
construction and application of customer-supplier models for quality improvement. 
Firstly the rationale and criteria for selection of pilot sites are discussed. The customer-
supplier modelling process is described in relation to the Diabetes and Endocrine 
Directorate and internal integration and external adaptation models are presented. Case 
studies are given of how the customer-supplier modelling process was used to identify 
internal quality problems and also to highlight a particularly weak link with the local 
Afro-Caribbean community. The importance of interdisciplinary team working, strong 
leadership and the role of the expert facilitator are discussed in relation to the 
construction and use of these models. Difficulties with the modelling process are briefly 
described. 
In Chapter 7 the development and application of customer-supplier modelling is 
discussed from both systems and health care perspectives. Major issues arising from 
this research study are examined, including considerations of choice of methodology, 
systems complexity, practical implementation issues and issues arising from health 
sector reforms. Finally the utility of customer-supplier modelling is analysed and 
suggestions for further development of this work are proposed. 
Chapter 8 of this thesis concludes the dissertation by reviewing the extent to which the 
original objectives of this research study were met and a critique is given of how this 
research has contributed to knowledge both in terms of systems thinking and from a 
(h Iph'r 1 4 
hea lth ca re perspective. Fin all y the chapter identifi es directions in which hea lth care 
quality assurance mi ght profitably deve lop in future years based on the experi ence of 
th is resea rch. 
Chapter Two 
The Evolution of Quality Assurance -
A Review 
"Quality is about customer delight rather than 
customer satisfaction. It is about total staff 
involvement rather than hierarchical top 
down system imposition. It is about 
incremental quality improvement rather than 
giant leaps. It is about living, loving, passion, 
fighting, cherishing, nurturing, struggling, 
crying, laughing" 
Henry, 1994 
nu." fWJ/ut;oll of Quality Assuf"antP A RN;Pl-1 
2.0 Introduction 
In this chapter the evolution of quality assurance tools and techniques is followed from 
their development in the industrial sector through to the context of health care delivery. 
The meaning of quality is discussed in terms of health service delivery and the different 
international models and approaches currently being adopted are critically reviewed. 
The impetus for the introduction of quality assurance (QA) and reasons why different 
models have been implemented are analysed. This chapter argues for the importance of 
having formal QA systems in place in terms of public accountability, health gain, inter-
professional development and value for money. It attempts to identify the gaps which 
still exist in health care quality assurance and suggests how some of these may be 
overcome through the development of a coherent, interdisciplinary approach building 
on the tenets of Total Quality Management (TQM) and Parasuraman's (1985) model of 
service quality. 
2.1 Industrial Quality Movement 
Just as concern for quality in health care is as old as medicine itself the same is true for 
industry. This chapter begins with the industrial sector because especially in the UK 
there is substantial reference to industry as the source of quality assurance techniques. 
Certainly in the last 100 years there has been a continuous growth of quality assurance 
techniques and considerable literature has been produced by and for the manufacturing 
industries. 
Increased profitability and competitiveness rank highly among the objectives of quality 
assurance programmes, indicating that it is commercial imperatives that are driving their 
importance. Senior managers throughout the Western World have increasingly been 
sensitised to the importance of quality assurance, especially since the rise of Japanese 
industry following the Second World War. Garvin (1988, p23.) comments that: 
"With their companies' reputation, market shares and profitability at risk, the topic 
could no longer be ignored. Nor could it be relegated to lower levels of the 
organisation, where functional loyalties might interfere with the broader strategic 
vision. What emerged from the environment was a new approach to quality, one 
strongly shaped by the concern of upper management. fI 
The E\'o/lllion of Quality Assurance - A Revie~" 
The Japanese success has been attributed to their obsessive drive for quality, not just in 
the sense of product quality, but of total quality; the efficiency and effectiveness of all 
processes carried out in the organisation. 
2.1.1 Quality control (1900 - 1920) 
Before the industrial revolution most goods were produced in low volumes for local 
markets. Individual craftsmen acted as their own 'quality controllers'. The craftsman 
would be personally known to his customer and would tailor his product to his 
customer's requirements. It was not until about 1900 that the separation of production 
and quality conformance began, firstly with the foremen taking more responsibility and 
then a separate inspector taking over. A new function called 'quality control' was 
introduced and this was carried out through inspection of the final product at the end of 
the entire process of manufacture. Poor quality goods were either rejected or were 
returned to an earlier process for rework. It was expected that these additional costs of 
quality control would be offset by the increased sales which would result if quality 
could be guaranteed. Little attention was paid to the causes of poor quality in the 
manufacturing process . 
2.1.2 Statistical process control (SPC, 19205) 
By the 1920s due to the rising costs of quality control and in an effort to raise product 
quality, several people independently started to look afresh at production processes, to 
analyse and understand them and then correct them. This saw the development of 
statistical process control. Shewart, one of its major exponents, recognised that 
variability in production was inevitable and that the task of the quality control engineer 
was not the pursuit of invariability but the pursuit of acceptable levels of variation 
within agreed limits of tolerance (Shewart, 1931). Variation could come from many 
sources including raw materials, machine performance and human operator 
performance. Thus statistical process control was seen as a way by which quality 
control could be taken back from the inspection stage to the processes where work is 
done. SPC does not inevitably lead to quality but should be viewed as a tool with 
which high process quality can be achieved. In health care contexts the major 
applications of quality control methods are in areas of care involving the manipulation 
or production of physical materials (Ellis and Whittington, 1993), eg clinical chemistry, 
pathology and radiology. 
2.1.3 Published standards (1930s and onwards) 
By the end of the Second World War product standardisation and quality control had 
become internationally established and accepted. Organisations such as the British 
Standards Institute and the American National Standards Institute were increasingly 
taking the lead in setting national and international standards for the production of the 
best achievable limits of quality on the feature in question. Most published standards 
only focus on one particular feature and individually make only a small and localised 
contribution to the quality of the final product as a whole. Criticisms cited about quality 
standards are that they are too rigid and do not emphasise system errors and the 
continuous nature of quality improvement; either the standard is met or it is not. 
Standards can also take considerable effort to be produced and in sectors where there is 
considerable innovation or rapid development, the delay in forming standards can 
render the subsequent standard of little practical value (Webb, 1991). However the use 
of standards is rising. 
2.1.4 Industrial quality assurance in Japan (1940s - 1990s) 
The next significant development in industrial quality assurance took place in Japan, 
almost immediately following the Second World War. Several quality control specialists 
were imported to help re-establish Japanese industry. Among them were Deming, Juran 
and Feigenbaum . Deming introduced the Japanese to statistical control techniques and 
encouraged them to adopt a systematic approach to problem solving, which became 
known as the Deming cycle of planning, doing, checking and taking action for 
improvement (Deming, 1986). This cycle is a recognisable version of quality assurance 
as opposed to the narrower quality control cycle. He also pushed top managers into 
becoming closely involved in all aspects of quality, introduced consumer survey 
techniques, and stressed the need to monitor the balance between the costs of 
organising the assurance of quality and the benefits of increased sales and reduced 
waste of labour and materials. 
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Juran was particularly interested in the management of quality and fostered the notion 
that both commitment and actual involvement from top management were prerequisites 
of success Uuran 1988a, b). 
Feigenbaum argued for the involvement of the entire work force in quality - not just the 
isolated or grafted-on quality department (Feigenbaum, 1987). Quality was thus to be 
designed in, through a system of total quality management, committed to the idea of a 
quality process leading to quality products. Participation, non-directive leadership and 
bottom-up responsibility were also emphasised since as Feigenbaum put it, "quality is 
everyone's job" (Feigenbaum, 1956). These new innovations and methodologies took 
root in Japanese managerial culture which spread and were consolidated throughout the 
1960s and 1970s. 
2.1.5 Quality circles (1960s) 
Despite this, the Japanese Ministry of International Trade and Industry were able to 
comment on lack of contact between management and shop floor workers, lack of 
training for foremen and supervisors and lack of managerial receptiveness to ideas 
generated from the shop floor. In response to these problems Ishikawa began in 1960 
to publish his ideas for quality circles (lshikawa, 1985). The quality circle emerged as a 
structure whereby shop-floor workers - those closest to production processes - could 
study and discuss quality control problems and techniques. The first quality circle was 
established in 1963 and growth thereafter was phenomenal. Their main objective 
changed from simple study and discussion to the practical identification and solution of 
local quality problems. Circles would normally meet weekly in a combination of lunch 
breaks, paid time and unpaid time. Normally they had 5 - 10 members and were based 
on natural work groups. It should be recognised that quality circles are least likely to 
produce good results amongst methods chosen on a 'stand-alone' basis, but as part of an 
overall quality system they can be highly effective (Hill, 1991). 
Along with these developments there came closer attention to the co-ordination of 
quality systems within companies and the use of quality co-ordinators or facilitators to 
ensure smooth and effective communication networks between the various parts of the 
system. Thus the Japanese concept of quality assurance was continually broadening 
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and their approach is now known as company-wide quality control (CWQC) (Kogure 
and Akao, 1983). Garvin (1988) notes that the 4 principal elements are: 
• The involvement of functions other than manufacturing in quality activities 
• The participation of employees at all levels 
• The goal of continuous improvement 
• Careful attention to customers' definitions of quality 
2.1.6 Zero defects approach (19605) 
In the USA, Crosby (1979) developed the zero defects approach aimed initially at 
providing the necessarily very high levels of component quality and reliability 
demanded by the military for the Pershing Missile. He stressed the importance of 
management commitment and involvement and pointed out that quality improvement 
was a continuous process which should suffuse the entire organisation. The idea of 
zero defects spread to other corporations and apparently had some initial success. 
Gradually, however it was noticed that quality was largely unaffected and such drives 
became more akin to employee motivational techniques (Webb, 1991). 
2.1.7 Industrial QA in UK (19605 & 1970s) 
In the UK, throughout the 1960s and 1970s quality assurance was substantially limited 
to industrial quality control. The British Standards Institute (BSI) had been involved 
during and after the Second World War in the production of government approved 
utility goods and subsequently extended this notion into the British Standard 'kitemark' 
scheme. The major emphasis of kitemark certification for consumer products was on 
safety of the product. The development of systems for the management of quality 
assurance began to seem important to UK industry and the BSI in 1979 published a 
standard for quality systems (DTI, 1987) known as BS 5750 (ISO 9000). Companies 
who are awarded BS 5750 status are allowed to publicise themselves as 'quality' 
organisations, although it is important to note that BS 5750 only assures consistency of 
delivery (BSI, 1987a,b,c,d,e). 
2.1.8 Total quality management (19805 and 1990s) 
In the UK and USA, Japanese models of quality management were increasingly 
appealed to and the 1980s saw the establishment of quality circles and other Japanese-
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influenced quality management initiatives in a wide range of organisations. A particular 
approach to quality assurance which has been much hailed and criticised is the QA 
approach referred to as Total Quality Management (TQM). Its implementation needs to 
be tailored to the organisation's size, structure and culture. Once introduced the quality 
system itself must be monitored, modified and subjected to its own quality assurance. 
Oakland (1989) defines TQM as: 
"an approach to improving the effectiveness and flexibility of businesses as a whole. 
lf is essentially a way of organising and involving the whole organisation; every 
department, every activity, every single person at every level." 
He identifies ten central features of successful TQM as follows: 
1. Development of understanding through education and awareness 
programmes 
2. Commitment and policy development 
3. Organisation for quality 
4. Measurement of quality costs 
5. Planning of quality 
6. Design for quality 
7. Statistical process control 
8. Quality systems documentation and control 
9. Training, education and communications 
10. Teamwork, involvement and problem solving 
TQM is a comprehensive approach to the management of quality throughout the whole 
organisation. It goes beyond traditional quality assurance to strategic planning, goal 
setting and mobilisation of the entire work force in a constant search for quality 
improvement. It is described as a way of managing to improve the effectiveness, 
flexibility and competitiveness of a business as a whole (MacDonald and Piggot, 1990). 
It draws on quality techniques which were developed in their narrower contexts such as 
SPC or quality circles as well as other statistical and analytical tools. Systems 
accreditation through BS 5750 is Similarly useful but not essential to TQM firms. But 
perhaps the most unquantifiable aspect of the QA philosophy which will largely 
determine the success of TQM implementation is the establishment of a quality culture, 
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whereby employees have internalised the value characteristics of the quality ethos. 
Management and staff have to be convinced of the benefits of changing their working 
relationships. It is a major hurdle to gain this conviction, without which lasting cultural 
change is not possible. 
It has been estimated that 80% of TQM initiatives fail (Price F, 1992) but those 
companies who do succeed have achieved highly desirable end results . This high 
failure is attributed to lack of senior management commitment, with many companies 
taking on TQM as a last 'quick fix' approach rather than as part of their long term 
management strategy (Economist, 1995), (Mathews and Katel, 1992). 
Results from Develin's (Develin & Partners, 1989) survey of 300 UK companies 
highlighted key factors leading to successful TQM implementation as being: 
• Careful planning and execution of the process 
• Middle management involvement from the outset 
• Deliberate targeting of quick, tangible successes 
• Constant employee communication, involvement and recognition 
Four factors commonly reported as early problems in TQM schemes included: 
• Finding the time 
• Middle management resistance 
• Project timing 
• Lack of adequate communication facilities 
Difficulties with identifying tangible benefits were also reported as a serious problem. 
2.2 Service Quality 
Efforts in defining and measuring quality have come largely from the product-based 
industries. Clark (1989) and Gummeson (1989) suggest that service industries have 
lagged behind manufacturing industries in developing quality initiatives partly because 
of the strong product orientation of early quality inspection and control techniques. 
Gummeson suggests that recent attention to quality in the service sector is a function of: 
• Widespread consumer articulation of dissatisfaction 
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• Widespread recognition of the importance of service elements in all 
industries 
• Increasing restriction, cost control and development of internal competition 
in public services 
The concept of a quality culture has had particular impact in the development of quality 
systems for the service industries such as tourism, catering and banking. Services are 
essentially things that people do to, with and for other people and their products. Three 
well documented characteristics of service must be acknowledged for a full 
understanding of service quality (Parasuraman et aI, 1985): 
1. Intangibility - services cannot be counted, measured, inventoried, tested and 
verified in advance of sale to assure quality 
2. Heterogeneity - performance varies from producer to producer, from 
customer to customer and from day to day 
3. Inseparability - production and consumption of many services are 
inseparable 
Similar difficulties are evident in health care quality assurance and it may be therefore 
that service industry QA is a particularly rich source of relevant ideas and techniques 
(Ellis and Whittington, 1993). Inseparability is particularly of relevance in the health 
sector where the government is actively promoting public involvement in the planning 
and provision of health services (DoH, 1997). Also Donabedian (1994) accurately 
identifies the varying roles of the consumer in health care, one of which is co-producer, 
which will significantly affect the final service delivered to the patient. 
Certainly Sasser (1978) highlights that there are irreconcilable differences between 
product based companies and service organisations. Table 2.1 highlights some of the 
key differences between product-based and service industries which must be taken into 
account if QA tools and methodologies from manufacturing-based industries are to be 
applied to the service sector. 
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Table 2.1: Differences Between Product Based Companies And Service Organisations 
Product-Based Industry 
A manufactured good is a tangible, 
physical object - it can be created, 
transferred and has an existence over time 
Product can be defined in terms of cost, 
quality and performance characteristics 
which are embodied and observable in the 
physical product 
The manufacturing process is isolated from 
the customer 
The elements of the manufacturing process 
are designed for the effective production 
of the physical good 
Service Industry 
A service is intangible and perishable - it is 
created and used simultaneously. It 
cannot be retained although the effect of 
the service can be retained 
The intangibles are an integral part of the 
service provided and outcomes are 
therefore difficult to measure 
In purchasing a service, the customer 
interacts with the work force, equipment 
and physical environment that create the 
service 
The service delivery system must be 
designed with the presence of the 
customer in mind 
Therefore in the service industries in comparison with the product-based industries far 
more attention has been paid to defining and understanding customer needs and 
expectations. Much emphasis is put on availability of information so that the customer 
can be kept informed and be given regular feedback on system characteristics. 
Recognising the need for quality initiatives in the service sector, BSI have produced a 
version of BS 5750 for the service sector (BSI, 1991). It sets out that the quality system 
should respond to the human aspects of service provision by: 
• Managing the social processes involved in the service 
• Regarding human interactions as a crucial part of service quality 
• Recognising the importance of customers' perceptions of the organisation's 
image, culture and performance 
• Motivating personnel and developing their skill to meet customer 
expectations 
It also comments that service customers can be internal to an organisation as well as 
external, however this is hardly a new concept when analysing TQM philosophies that 
propound this for both product-based and service-based industries. The structure of the 
proposed standard quality system is based on a model of the service organisation in 
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which service needs are established through a process of interaction with the customer 
involving market research, preparation of a service brief and service design. 
Parasuraman et al (1985), recognising the lack of literature and research into service 
quality, propose a model of service quality in an attempt to provide something more 
appropriate for the phenomenally growing service industries. They concur that service 
quality involves a comparison of expectations with performance. 
Gronroos (1982) postulates that two types of service quality exist: 
1. Technical quality: which involves what the customer is actually receiving 
from the service 
2. Functional quality: which involves the manner in which the service is 
delivered 
This in fact relates very closely to Donabedian's definition of quality in health care 
(Donabedian, 1989a), where he defines quality as the goodness of: 
1. Technical care: judged by its effectiveness 
2. The interpersonal relationship: judged by relationship between patient and 
practitioner 
3. The amenities of care: judged by creature comforts and convenience 
In Parasuraman's model he picks up the discrepancies in consumer and marketer 
(supplier) perceptions of quality. He states that: 
"A set of key discrepancies or gaps exist regarding executive perceptions of service 
quality and the tasks associated with service delivered to consumers. These gaps can 
be major hurdles in attempting to deliver a service which consumers would perceive 
as being of high quality" (Parasuraman et aI, 1995). 
Figure 2.1 summarises the key insights gained about the concept of service quality and 
factors affecti ng it. 
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Figure 2.1: Parasuraman Service Quality Model 
(Source: Parasuraman et aI, 1985) 
It is important to note that this model could easily be applied to the health sector by 
simply interchanging consumer for patient and manager for health care practitioner. In 
Chapter 3, the use of this model for a health care setting will be analysed in further 
detail and its relationship to the supply chain described in SS 7850: part 1: 1992. 
Parasuraman et al (1988) also propose a tool (SERVQUAL) for measuring consumer 
perception of service quality. Table 2.2 describes the significance of each of the gaps 
identified by Parasuraman et al. 
Table 2.2: Service Quality Gaps 
(Adapted: Parasuraman et ai, 1985) 
It is important to relate this model to consumer satisfaction. Service quality as perceived 
by the consumer depends on the size and direction of gap 5, which in turn depends on 
the nature of the gaps associated with the design, marketing and delivery of services. 
Thus Parasuraman et at propose that: 
gap 5 = f(gap1,gap2,gap3,gap4) 
He also goes on to propose that consumers typically rely on experience properti es 
when eva luating service quality and li sts the ten key determinants of perceived service 
quality as illustrated in Table 2.3. But we still have to be cautious. Mason (1993) 
asserts that we cannot completely know the experience of another person; we can only 
understand the expressions of their experience. 
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Table 2.3: Determinants of Service Quality 
(Adapted: Parasuraman et aI, 1985) 
Table 2.4 indicates that perceived service quality is the result of the consumer's 
comparison of expected service with perceived service which is based on their 
experience properties when evaluating the service. The comparison of expected and 
perceived service is not unlike that performed by consumers when evaluating goods. 
What differs with service is the nature of the characteristics upon which they are 
evaluated. Finally to identify whether the service provides ideal quality to totally 
unacceptable quality, this depends upon the discrepancy between the expected service 
and perceived se rvice. 
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Table 2.4: levels of Quality 
(Adapted: Parasuraman etal, 1991) 
Discrepancies between 
Expected Service (ES) & 
Perceived Service (PS) 
ES>PS 
ES= PS 
ES<PS 
level of Quality 
Totally Unacceptable < - > Ideal Quality 
perceived quality is less than satisfactory and will tend 
toward totally unacceptable quality 
perceived quality is satisfactory 
perceived quality is more than satisfactory and will tend 
towards ideal quality 
In the TQM philosophy, Deming decrees that the overall aim is not merely to satisfy the 
customer (ES = PS), but to delight the customer by exceeding expectations (ES < PS). 
Parasuraman et al (1991) develop their research further to explain how some companies 
have more than just a competitive advantage in customer service, they have unwavering 
customer loyalty. They argue that the key to providing superior service is through 
understanding and responding to customer expectations, which have two levels: desired 
and adequate. The desired service level is the service the customer hopes to receive. It 
is a blend of what the customer believes 'can be' and 'should be'. The adequate service 
level is that which the customer finds acceptable. It is in part based on the customer's 
assessment of what the service 'will be', that is, the customer's 'predicted service'. The 
tolerance zone separates the desired service level from the adequate service level. This 
tolerance zone will vary from customer to customer and potentially from one situation 
to the next for the same customer. Figure 2.2 illustrates service level expectations. 
Figure 2.2: Service Level Expectations and Perceptions of Service Performance 
(Source: Parasuraman et aI, '991) 
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As Figure 2.2 shows, depending on the relative levels of customer perceptions and 
expectations, a firm can operate at a competitive disadvantage, a competitive advantage, 
or at a 'customer franchise' in terms of service. To develop true customer loyalty, firms 
must exceed not only the adequate service level but also the desired service level. 
Parasuraman et al (1991), state that service quality can be used as a powerful 
competitive weapon which requires continuous striving for service superiority, 
consistently performing above the adequate service level and capitalising on 
opportunities for exceeding the desired service level. 
2.3 Public/Private Sector Comparisons 
It is also important to consider that many of the QA models and techniques that have 
been developed have been against the background of the private sector where the 
primary incentive for QA has been concern about competition and profit. Recognition 
must also be given to the different and conflicting objectives that public services have in 
comparison with private enterprise. The public sector has a more complex function; to 
serve the interests of the community as a whole, and to meet the needs of individuals 
within the community. Meeting needs is not the same as satisfying tastes or wants 
(Pfeffer and Coote, 1991, P 13). Thus it is crucial to be aware of these fundamental 
differences when planning QA initiatives in public sector organisations. 0vretveit 
(1992) compares the commercial sector with the health sector and lists the differences 
as: 
2.3.1 Demand-supply - resource problem 
Pre NHS 1990 reforms, any improvement in quality which raised demand faster than 
supply led to stricter rationing criteria and/or longer waiting lists because no extra 
resources were available. Staff employment was not threatened by poor quality and 
'losing' customers was not a problem but a relief. The introduction of the 'internal 
market' has attempted to reduce this difference but it is important to remember that 
health authorities may well wish to retain certain local services which could not 
otherwise compete. In commercial sectors, by contrast an increase in demand leads to 
higher profits and provides extra resources, making growth possible which is essential 
in these sectors. Thus in the private sector there is a straightforward link between 
satisfied customers, increased demand and commercial success. In the public sector 
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this link is somewhat more complex. Figure 2.3 highlights the relationship between 
quality and increased revenue. 
Figure 2.3: Flow Chart of Cost Recovery 
(Adapted: Wouters, 1994) 
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In an idea l market, competit ion among health care providers in response to consumer 
demand wi ll work to improve the quality of care, large ly by elim inating outliers. A 
competitive environment should support good information flow and shou ld value 
personal choices and preferences. An ideal market should also permit relatively easy 
movement of providers into and out of the market. All of these characteristics of a 
market are assumed to lead to better levels of quality than do purely regulatory 
mechanisms. None has yet been shown to do so. 
Ree rink (1991) states that in health services conflict, mistrust and competition are 
definitely counterproductive and that the keys to the proper development of modern 
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QA are tolerance, common consent and trust. What is called for is 'collaborative 
competition', since providing quality health services is not about rivalry and 
withholding information to maintain competitive advantage. These 'dirty' business 
tactics would certainly lead to a deterioration in health services. Public services are 
serving both individual and community needs therefore it is necessary for providers to 
co-operate with one another and share experiences in spite of competing for contracts 
with purchasing authorities. In fact New Labour propounds (DoH, 1997) a partnership 
approach. 
2.3.2 Client attitudes 
There is also a stark difference in the attitude of clients and availability of alternatives. 
Albert Hirschmann (1970) describes that individuals who want to signal their 
dissatisfaction with a product or service have two main options: 'ex it' and 'voice'. 
'Voice' is about expressing judgements and preferences and participating in decision-
making processes in a way which has an effect on what happens. In contrast the 'exit' 
option allows individuals dissatisfied with the products, policies or services of an 
organisation to vote with their feet. 
Private sector clients are choosy, critical and vocal. It is easier for private services to get 
direct feedback, where the client pays for a service directly and can judge value for 
money. There is also a motive to seek out customer views because they can usually go 
elsewhere. In public health services, clients do not pay directly for the service and feel 
that they do not have the same rights to demand a quality service or to complain. This 
may be due to the fact that many cl ients are too ill or scared to voice thei r views, or, as 
Hirschmann has described, the 'voice' can be weakened or corroded when 'exit' is not 
an alternative. 
Genuine dialogue between consumers and providers is vital and without such dialogue 
quality will remain elusive. This concept is developed further in Chapter 4. 
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2.3.3 Customer range 
Another important difference is that most health care providers have to satisfy a range of 
clients, often with conflicting requirements. Taking the example of a hospital, it must try 
and satisfy the purchasing authorities, the patient, informal carers, the referrer and the 
community at large. Which client should the service aim to satisfy and how should the 
service resolve conflicts? The answers are more difficult to find than in a service where 
one individual walks in, cash in hand, asking for a service. Donabedian (1994) goes 
further to discuss the differing roles of the consumer in the promotion of quality health 
care. He defines their roles as: 
1. Definers of quality 
2. Evaluators of quality 
3. I nformants about qual ity 
4. Co-producers of care 
5. Targets of quality assurance 
6. Controllers of practitioner behaviour 
7. Reformers of health care 
(In Chapter 4 these roles are described in more detail) 
Thus, not only is it important to define customer range, it is also vital to understand the 
different roles and responsibilities of the consumer and their relation to the provider in 
des igning, producing and delivering the service. 
2.3.4 Intangibles 
The patient's judgement of many health services, and often even the efficacy of services, 
depends on subtle behaviours of staff. How staff treat the patient in the general sense 
has a considerable effect on patient satisfaction since interpersonal relations are one of 
the main things which patients can judge. 
2.3.5 Professional component 
Patients may not be able to judge significant aspects of the service, since often they are 
not in a fit state to do so, they are afraid or they may not be technically competent to 
make such a judgement. Thus the willing co-operation of professionals is necessary in 
order to judge to what extent profess ionally assessed needs of the patients are met, and 
how well the service carries out professional assessments. Donabedi an (1994) warns 
(h.lp1t't 2: 2 ) 
about the problem of perverse preferences and cultural dissonance. Sometimes patients 
have preferences that the practitioner believes are contrary to the patient's own best 
interests or to the practitioner's personal convictions. Also the model of an active, 
egalitarian partnership between patient and practitioner is often contrary to established 
norms where a patient delegates decision-making responsibility to the practitioner, who 
is expected to act in the patient's best interest. 
2.3.6 Lessons from the commercial sector 
"It's very difficult to say that we have anything to learn from the industrial model in 
terms of consumer centredness because our own health care tradition is centred on 
the patienti we are trained and motivated to serve patients, that is the raison d'etre of 
health care" (Baker, 1993). 
Although Baker quite blatantly states that the health sector has I ittle to learn from 
industry in terms of client focus, research into consumer centredness has been 
developed far more in the commercial sector for reasons of competition and economic 
gain. Even in the industrial context quality can be difficult to define. Despite this, 
working definitions have emerged and the basic characteristics of the industrial template 
reflect five main emphases as follows (Ellis and Whittington, 1993): 
• Achievement of predetermined standards or targets 
• Involvement of customer requirements in the determination of such 
standards 
• Consideration of available financial and other resources in the determination 
of such standards 
• Recognition that there is always room for improvement and that standards 
and targets are subject to review 
• Recognition of the value of positive organisation-wide quality management 
Quality assurance can be applied to any process within any organisation and although 
there are fundamental differences between manufacturing and service industries and 
public and private sector organisations, these should not prevent health services from 
using established quality methods although careful adaptation and selectivity is required 
(0vretveit, 1992). 
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2.4 Quality in the Health Sector 
"Concern for quality health care is as old as medicine itself. But an honest concern 
about quality, however genuine, is not the same as methodical assessment based on 
reliable evidence" (Maxwell, 1984). 
2.4.1 Quality assurance in health care pre 1980 
Although specific references to health care quality assurance in the UK are difficult to 
find pre 1980, mechanisms have ex isted for some time but under different labels. 
In ancient civilisations there were schools of medicine and there is evidence that written 
professional codes of practice existed for physicians. However, Florence Nightingale is 
probably considered one of the first pioneers of formal quality assurance. She 
demonstrated that by establishing a cycle of standard setting, observation, review and 
improvement that the hospitalisation of wounded soldiers led to an increase rather than 
a decrease in mortality. Her Notes on Nursing (Nightingale, 1859) became the 
benchmark for quality for many years. 
The first advocate of regular review of medical practice was Ernest Avery Codman, a 
practising surgeon in a Boston Hospital in the early part of this Century (Codman, 1916). 
He recalled each of his patient's one year after discharge and checked on accuracy of 
diagnosis, success of surgery, overall benefit derived from treatment, and existence of 
side effects. His medical colleagues were so scathing of his work he set up his own 
hospital called 'The End Results Hospital'. He described his approach to improving the 
end result of health care as: 
"merely the common-sense notion that every hospital should follow every patient it 
treats, long enough to determine whether the treatment has been successful, and then 
to inquire 'if not, why not?' with a view to preventing a similar failure in the future" 
(Donabedian 1989b). 
Most other early ventures into quality assurance have been concerned with education 
and licensing of practitioners, which has been led by each separate professional body 
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and therefore been mono-professional in approach. These activities reflect considerable 
confidence in the effectiveness of professional education as a guarantee of quality. 
From the 1930s and onwards there have been numerous studies internationally on 
health care outcomes. The development of public health interventions broadened the 
concept of good quality care. During the 1940s there was a new world wide emphasis 
in health care on interventions for control of major communicable diseases such as 
smallpox, polio and tuberculosis. In these programmes good quality care was not just 
what was good for the individual patient but what was effective in reducing the burden 
of the disease in the whole population. 
By the 1950s the emphasis began to shift from end results to the process of care. In one 
of the first major evaluative studies of quality in primary care, Collings investigated 
general practice in England by direct observation of general practitioners at work 
(Collings, 1950). His qualitative assessment included the performance of the doctors 
and the conditions in which they worked. His conclusions highlighted the lack of 
objective performance standards and absence of recognised criteria for establishing 
them. 
During the 1960s and 1970s UK governmental interest in systems of Quality Assurance 
has grown in formality, undoubtedly in response to the increasing costs of provision and 
to the decreasingly secure national resource from which the NHS must be financed. As 
early as 1956 the Guillebaud committee (MoH, 1956) commented, when given the 
remit of examining costs in the NHS: 
"it is one of the problems of management to find the right indices for efficiency." 
2.4.2 Health care quality assurance post 1980 
Since 1980 there has been an ever growing concern among the health professions about 
the quality of health care delivery. This has been coupled with rising dissatisfaction 
about the health care system on the part of the public and policy makers, unremitting 
pressures for cost containment, and uncertainty about the effect of future cost 
containment on quality of care (Lohr, 1990). Thus underlying the many initiatives 
world-wide is the belief that QA offers governments the chance to improve health and 
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publ ic satisfaction from thei r existing investments in health services. Though the 
importance of health service quality might be universal, the design and implementation 
of QA systems must reflect each country's particular way of organising health care as 
well as the beliefs and values of both the users and the providers of health services. 
This implies careful planning from the outset. 
In the UK by the 1980s governmental allusions to quality assurance in health care were 
edging towards prescription. The Griffiths report (DHSS, 1983) suggested quality 
assurance as one of several industrially derived methods of management which could 
be adopted in the health service. Finally, with the publication of the 1989 White Paper 
(DoH, 1989a) and the subsequent Health Sector Reform Bill, the implementation of 
formal mechanisms for ensuring the quality of patient care became explicitly recognised 
as an important goal of the NHS for the decade (Rei man, 1988). In fact medical audit in 
the NHS had now become a mandatory part of health service provision. Pressures were 
also being externally applied whereby Britain was party to the 'appropriate health care and 
technology programme' of the World Health Organisation agreement which stated that by 
1990 all member states should have built effective mechanisms for ensuring quality of 
patient care (Hurst and Ball, 1990). 
However the government has continued to take a non-directive role on which QA 
mechanisms both purchaser and provider units should implement (Dixon and 
Darlington, 1992). A consequence of this has been the implementation of a huge array 
of different quality initiatives which have affected primary, secondary and tertiary care 
country-wide (Moss, 1992a). 
2.5 Definitions of Quality in Health Care 
Good health is a highly valued attribute of life. It is also difficult to define since it means 
different things to different people. Quality is very much in the eye of the beholder and 
as such is influenced by many different factors such as environment, behaviour, values 
and culture. What is required is to be able to quantify quality and identify the extent to 
which it is being met (Lohr, 1990). This can only be achieved by having: 
• Appropriate definitions of quality in health care 
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• A range and adequacy of methods for measuring, preventing, detecting and 
correcting quality problems 
• A strong research base 
• Strategies for implementing a programme to assure quality of health service 
provision for its users 
The above factors must include the contributions to care given by all professional 
groups and take into account both the clinical and non-clinical aspects of the health ca re 
system. As well as this it must recognise the high level of intangibles provided in health 
services which subsequently will involve the addressing of both soft and hard issues. 
Definitions for quality of care and health service delivery are numerous and wide 
rangi ng and reflect the different perspectives and priorities of funders, health 
professionals, patients and the population. Some examples are: 
• "Fully meeting the needs of those who need the service most, at the lowest 
cost to the organisation, within limits and directives set by higher authorities 
and purchasers" (0vretveit, 1992). 
• "That complex set of interpersonal interactions between clients and service 
providers" (Vera, 1993). 
• "The proper performance (according to standards) of interventions that are 
known to be safe, that are affordable to the society in question, and that 
have the ability to produce an impact on mortality, morbidity, disability" 
(Roemer and Montoya-Aguilar, 1988). 
• "Quality of care is the degree to which health services for individuals and 
populations increase the likelihood of desired health outcomes and are 
consistent with current professional knowledge" (Lohr, 1990). 
• "Effective health care, that meets everyone's needs and that is delivered 
equitably, humanely and efficiently" (Black, 1990). 
• "Degree to which agreed standards are achieved and to which these standards 
are related to the highest priority need of (he users of the service given existing 
resource levels and other local constraints" (Centre for the Evaluation of Public 
Policy and Practice, 1991). 
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• "Quality care is about the best that an enthusiastic and motivated work 
force can provide within the resources available to them" (Doyle and Haran, 
1996a). 
• "Being treated like a human being" (Vera, 1993). 
If a definition for quality of care is to be used by managers and professionals to guide 
them in their QA activities or by patients to inform them of what to expect, it should be 
simple, precise, explicit, scientific in nature and robust. Rodriguez (1988, p4.), 
conscious of such differences in perspectives, emphasises that quality is socially 
constructed and that the definition may ultimately depend on who is assessing quality. 
However the following features are suggested for inclusion: 
• Measurement (of standards) 
• Encompasses both clinical and non-clinical aspects of health care delivery 
• Targets both individuals and populations and their preferences 
• Ultimate aim is to improve health status 
• Recognises resource constraints 
• Consistent with current professional knowledge 
• Recognises limits set by higher authorities 
Thus the range of definitions of quality reflect the different perspectives from which 
quality is viewed, the different characteristics which define a quality service and the 
different dimensions of the health system. 
2.6 Models of Quality 
Several models based on dimensions of quality have been propounded for health care 
quality to guide professionals in their QA activities (Donabedian, 1966, 1980; Maxwell 
1984, 1992; 0vretveit, 1990, 1992). In Donabedian's model, quality of care is 
eval uated accord i ng to the structure of health faci I ities, the process of care and 
outcome. In contrast the six dimensions of Maxwell's model illustrates the major 
characteristics of health care quality. More recently 0vretveit has provided a 
framework for evaluating quality from the client, health practitioner and health manager 
perspectives. 
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2.6.1 Different perspectives on quality 
0vretveit (1990) is essentially interested in three groups of stakeholders who have 
legitimate and often different views about what constitutes a quality service. He defines 
them as: 
1. Client Quality: what clients want from the service, individually and as a 
population 
2. Professional Quality: whether the service meets a need as defined by 
professionals, and whether it correctly carries out techniques and procedures 
which are believed to be necessary to meet cli ent needs 
3. Management Quality: The design and operation of the service process to 
use resources in the most efficient way to meet client requirements 
The client's view of quality may differ drastically from the professional's. Sometimes the 
patient may request inappropriate or even harmful treatments. On the other hand 
health practitioners may well see quality in terms of accuracy of diagnosis and efficacy 
of treatment, even though the cost to achieve this level of accuracy may be high and the 
need for it questionable. 
There is no consensus as to how to balance these differing perspectives but this model 
does attempt to provide a more balanced view of what is important from each 
perspective and to highlight that we must consciously seek to bridge the gap between 
the professional, the manager and the lay person . This is advocated as establishing 
partnerships in health care. 
2.6.2 Different dimensions of quality 
Maxwell (1986) argues that in a publicly funded health system, quality has six 
dimensions which must together define the service: 
1. Access to services: geographic, financial, physical, organisational, linguistic 
2. Relevance to need: for individuals and the community 
3. Effectiveness: extent to which desired outcome is achieved 
4. Equity: whether services are provided fairly and to the most needy 
5. Social Acceptability: respect for cultural values, beliefs and attitudes 
6. Efficiency and Economy: maximising outcome for given resources 
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Whilst different stake-holders may have different priorities (eg patients may prioritise 
access, whilst professionals may be more concerned with clinical effectiveness and 
managers with efficiency), Maxwell warns that in the end quality must be seen as a 
whole and not in fragmented parts. Otherwise, there is a danger that by placing too 
much attention on one dimension it can have a detrimental effect on the other quality 
factors . Davies (1992) suggests that the dimensions work well as a checklist, but are 
more difficult to administer as a complete approach to a quality problem. 
2.6.3 Different dimensions of the health system 
Avedis Donabedian (1980) has articulated what continues to serve as the unifying 
conceptual framework for quality measurement and assurance. This widely accepted 
model of structure, process and outcome has guided three decades of international 
research and programme development. 
Structure: He describes structural measures as the characteristics of the resources in the 
health delivery system. They are essentially measures of the presumed capacity of the 
provider to deliver quality health care. Thus the system in which care occurs to a large 
extent determines processes available to health care staff. 
The limitation of using structure as a measure of quality is that the presence of structural 
facilities does not guarantee access and use. What is being assessed is the adequacy of 
the structure, for good processes of care (Gilson, 1992). In this sense it is more a 
measure of 'potential quality'. However, structure has not been shown to have any 
influence on outcome according to Brook and Avery (1976) and its usefulness of 
appraisal may be limited to "the detection of fraud or of grossly unsanitary 
conditions". Hopkins (1990) reminds us that bad care can occur in well equipped 
hospitals. 
Process: Examining the process of care embodies what is actually done to and for the 
patient and has become a more frequent approach to the study of quality (Buck and 
McWhinney, 1980). This partly reflects the realisation that measurement of outcomes 
such as health impact is difficult and not so relevant for planning and management 
purposes (Van Norren et aI, 1989). Process measures seek information to identify 
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problems that occur during the delivery of care. Elements of health care delivery can be 
evaluated against criteria that reflect professional standards and patient oriented 
measures. TQM approaches place much importance on process measurement 
(Berwick, 1992a, 1992b, 1992c). 
Outcome: Finally outcomes are the end results of care. Outcomes offer a vast range of 
units of measurement, eg maternal death, neo-natal mortality, patient satisfaction. 
Outcomes tend to focus on aggregate data and, by definition, review is historical. Many 
factors other than care may influence outcome. Long periods of time may elapse before 
relevant outcomes are manifest, and outcomes do not give insight into the nature and 
location of deficiencies or strengths in a health service (Donabedian, 1966). Unless 
outcome measures can be related back to the processes of care they have little 
significance. Indeed every patient has different preferences, needs and capacities. A 
multiplicity of outcomes can occur with only fuzzy and wavering lines to distinguish 
causal relationships from chance occurrences (Lohr, 1990) . Furthermore, health impact 
is difficult to measure and more limited outcome measures such as service outputs and 
coverage are not necessarily good indicators of impact (Lever, 1989). 
By using the Structure-Process-Outcome paradigm the structure can be defined in terms 
of the organisation 's resources, policy and management systems. The processes are 
means by which inputs are converted into outputs and the outcomes are the end results 
or outputs of the various processes. Even when quality structures and processes of 
health care are present it does not guarantee or assure a quality outcome and it is 
necessary to understand the processes of care first, before evaluating outcomes. It is 
clear that process and outcome measures are complementary and not rival measures of 
quality. 
2.6.4 Composite model for evaluating quality of health care 
Although the three models described by Maxwell, 0vretveit and Donabedian have 
different emphases they are not mutually exclusive but complementary, and can be 
included in a single framework (Table 2.5, Weakliam,1994). This provides a model for 
understanding the various approaches to quality assessment and quality assurance. It 
also confirms which parameters can be measured at the different points in the health 
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system and that a range of quality indi cators can be deve loped to represent the di fferent 
perspectives of the cli ent, manager and health care practiti oner. 
Table 2.5: Composite Model 
(Adapted: Weakli am, 1994) 
Dimensions of 
the Health 
System 
Dimensions of 
Quality 
Perspectives 
of Quality 
STRUCTURE PROCESS OUTCOME 
Policy, resources, Service delivery Outputs, health 
management status, health 
systems impact 
Access ible Appropriate Coverage 
Ava ilable Acceptable Effectiveness 
Affordable Techn ical competence Efficiency 
Relevant to need Safety User sati sfaction 
Amenities Interpersonal Morbidity 
Equity re lationship Mortality 
Susta inable Ethica l Quality of life 
Client Quality < -> Professional Quality < -> Malllagement Quality 
It is important to note that some of the dimensions of quality apply to more than one of 
the dimensions of the hea lth system and that cli ent, profess ional and management 
perspectives w ill di ffe r. In thi s example only the most direct relationships are 
highlighted. 
2.6.5 Quality of health care for an individual patient encounter 
Thi s compos ite mode l of quality can also be used in defining the quality of care for an 
individual patient encounter depicted in Fi gure 2.4, adapted from Hopkins (1990) and 
Doyle et at (1993a) . It attempts to look further than the narrow confines of whether 
clini ca l interventions influence outcome. The model highlights the five di ffe rent factors 
that Calman (1 992) introduces as influencing outcomes of care: 
1. The health of the individual at the start of the process of care. 
This is a complex issue and w ill include broader soc ial, economic and cultural 
dimensions. 
2. The illness, its natural history, and the prognosis. 
This is often forgotten, yet it may be the most important determinant of outcome 
and w ill include patient characteri sti cs such as the severi ty of illness, age, 
gender and ethni city. 
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3. The treatment available and its effectiveness. 
This assumes that the correct treatment has been properly carried out and 
evaluated. 
4. The professional skills available and the skill mix of staff. 
The educational and human resource dimension. 
5. The facilities and resources. 
This assumes that the necessary resources are available when required. 
In considering how best to improve the quality of care for an individual patient, the first 
two factors rely on effective public health intervention. Factors three and four relate 
very specifically to the quality of care (clinical and interpersonal) provided, 
emphasising effectiveness of treatment, interpersonal and communication skills and the 
need to be aware of current professional knowledge. The final factor is specifically 
rel ated to resource availability, its application and consumption. 
Outcomes are known to vary by geographical location and by the individual 
practitioner providing care. For this reason, there is a real professional challenge to 
measure outcomes and improve quality. This model highlights that to look at clinical 
intervention alone in evaluating quality of patient care will provide an inaccurate 
picture of an individual or a unit's ability to provide quality services and that other 
wider factors (determining characteristics) must be taken into consideration. 
Accessibility potentially limits the patient's interactions with structures for care and the 
interpersonal and clinical skills of the health care practitioner as well as patient 
preference will determine whether the appropriate clinical activities are applied 
correctly. The patient's own characteristics such as severity of illness, age, gender and 
ethnicity will influence the link between process, clinical output and outcome. Just as 
over time, social, economic and cultural factors will influence health outcome as will 
patient compliance with treatment. Therefore providing the best possible care to 
individual patients involves: 
• Cl inical and interpersonal excellence 
• Improving public health 
• Effective and equitab le resource allocation and use 
This in turn implies that health care practitioners (doctors, nurses and para-medics) must 
co-operate and collaborate with managers, patients and the communities they serve. 
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Figure 2.4: Model of Health Care for an Individual Patient Encounter 
(Adapted: Hopkins, 1990 and Doy\e et ai, 1993a) 
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2.7 Quality Assurance Approaches 
Quality Assurance (QA) under any of its many labels is increasingly being considered as 
an integral function in all health service delivery organisations. Internationally, we can 
find examples in North America, Europe, Australia as well as Latin America, the 
Caribbean, Asia and Africa (0vretveit, 1994; De Geyndt, 1995; Nicholas et aI, 1991). 
The common assumption behind these international initiatives is that QA activities help 
to improve effectiveness, efficiency and cost containment. There is, however, no 'off 
the shelf' solution as to how to implement QA as a routine function in health 
establishments and thus a variety of approaches can be found. 
Despite the growth of technical jargon, all approaches to QA share one common theme; 
the measurement of actual performance and its comparison with either expected or 
normative performance. Any QA method involves the implementation of changes to 
improve the delivery of health services and, consequently, of health status (WHO, 
1994). 
Thus Quality Assurance (QA) can be defined as a systematic, planned approach to 
continually monitoring, assessing and improving the quality of health services within 
current constraints (DiPrete Brown et aI, 1992). QA should be seen as part of the routine 
function in health care delivery, and be fully integrated into existing management 
structures and systems. Whilst no QA approach guarantees error free health care, it 
should promote confidence, improve communications and allow clearer understanding 
of client needs and expectations. An effective QA programme should provide the 
means of maintaining and improving upon health care delivery. 
In both the UK and USA, the 1980s has seen the proliferation of diverse systems of 
quality assurance including medical audit, hospital accreditation, total quality 
management, risk management and the Patient's Charter. 0vretveit (1994) classifies 
approaches taken by purchasers, providers or regulators as one of six types (Table 2.6). 
All can be considered partial approaches except for total quality management. A partial 
approach can be defined whereby the perspective, the characteristics of quality or the 
dimension of the system being assessed are limited. In other words a partial approach 
does not attempt to address quality in an holistic manner but instead selects specific 
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areas of concern, eg medical audit - represents purely the professional perspective of 
quality assessment. Another example is the quality standard BS 5750 which does not 
guarantee quality services but is concerned with assuring consistent systems of product 
or service delivery. 
Table 2.6: Classification of Approaches to Health Service Quality (0vretveit, 1994) 
Classification of Approaches 
1. Risk avoidance and negligence minimisation 
2. Regulatory/policing minimum standards (eg external 
accreditation) 
3. Professional development (eg medical audit) 
4. Customer service (eg complaints and satisfaction) 
5. Partial organisation development (primary focus on 
support rather than clinical services) 
6. Total quality management (emphasis on continuous quality 
improvement) 
These approaches to quality in part reflect the different contexts for health care, 
incentives and the power of professionals and managers (Poliitt, 1992). 
The US health care system has experimented with many of these approaches. With 
high negligence claims and insurance costs, particularly popular methods for avoiding 
poor quality have been ri sk avoidance programmes and external regulation using 
accreditation systems. However accreditation will not always be the most appropriate 
approach for quality assurance in a non-market led health sector. In Europe, 
professional standards and medical audit have been the yardstick in measuring and 
assessing quality of care. More recently in the US and Europe, with the rise of 
consumerism, providers have also been drawing on 'customer' approaches to quality. 
However few countries have attempted to integrate their different approaches into a 
comprehensive quality strategy and system. It is only recently that some US and 
European managers have taken a more holistic approach to quality, drawing on a total 
quality management philosophy and framework. 
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2.8 Quality and Health Sector Reform 
"We are now on the threshold of a third revolution in medical care. The first was the 
rapid expansion of scientific medicine and hospital technology, the second was the 
era of cost containment and the third is the era of assessment and accountability" 
(Relman, 1988). 
The motivation for introducing formal quality programmes has varied from country to 
country, but has often stemmed from the implementation of health sector reforms. 
Health sector reform can be defined as: 
" .... a process of fundamental change in policy and institutional arrangements that is 
designed (by government) to improve the functioning and performance of the health 
sector in order to produce better health outcomes. Reform implies a radical rather 
than an incremental or evolutionary change, and is more likely to be a sustained 
process rather than a one-off activity. The purpose of the change is to promote the 
achievement of overall health policy objectives" (Haran, 1996). 
In the USA and Europe there are major incentives for providers to pay attention to 
quality. The incentives in the USA have resulted from strong competition for patients, 
the need to contain and reduce costs and to win contracts from purchasers (insurance 
companies). In addition regulators are now looking for improvements rather than mere 
compliance to minimum standards. In some European countries 'market' reforms have 
led to publicly funded health care services being provided under contracts between 
provider organisations and purchasing or commissioning health authorities. Quality has 
become a subject of 'contract specification' and 'contract monitoring' (DoH, 1990). But 
contracting as a quality control mechanism will be only as good as the agreed quality 
specifications and quality monitoring mechanisms, and the incentives or disincentives to 
comply with contract terms. Providers are recognising that quality systems are 
necessary to win and keep contracts and to make continual improvements, as well as to 
reduce costs. 
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2.8.1 Reasons for the introduction of QA in the NHS 
"Good quality, despite what some say, may not always save money. But bad quality 
always costs money" (Nichol, 1989). 
In the UK implementation of QA can be firmly linked to the Health Sector Reform Bill in 
1990 which has made medical audit a mandatory part of health service provision . It 
can be argued that the specific reasons why health care purchasers and providers are 
now focusing their efforts on establishing robust quality assurance systems include: 
• Public accountability and consumerism 
• Value for money and efficiency 
• Concern for excellence in health care and health gain 
• Inter-professional development 
2.8.2 Public accountability and consumerism 
Consumerism has become a powerful force in both the manufacturing and service 
sectors and has gradually spilled over into public services which are now having to 
become more responsive to client expectations. The Patient's Charter (DoH, 1991, 
1992) in Britain specifies quality standards which patients have a right to expect from 
their local health services in an attempt to make public services more accountable to the 
population. Pollitt (1991) examining the politics of medical audit in the US and UK 
comments on the US culture of public accountability: 
"thus we observe the spectacle of a thoroughly public system (the NHS) that has 
minimal public accountability and a mixed public/private, largely profit-oriented 
system (Medicare) which has quite sophisticated arrangements for the protection of 
publicly financed patients and the publication of detailed quality data." 
The purchaser-provider split has also delegated responsibility for quality to provider 
units, with purchasers having the responsibility for monitoring providers through service 
level agreements and quality specifications. This is also squarely putting accountability 
onto the provider's shoulders, not only in terms of health care provision, but also in the 
way provider units organise themselves and manage their resources. With the threat of 
losing contracts to other provider units this is providing an impetus to take QA seriously. 
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2.8.3 Value for money 
Pfeffer and Coote (1992) comment that on the right of the political spectrum quality is 
broadly concerned with the idea of value for money; meaning that the desire to achieve 
economic efficiency is a major impulse behind quality initiatives. Economic constraints 
have forced health care funders and providers world-wide to look at new ways of 
appraising their performance. As health care has become steadily more expensive, 
quality of care has become tied up with issues of cost containment and efficiency 
(Smith, 1990). Professionals and managers have become more accountable as value-for-
money has become the catch-phrase. Battlegrounds of 'quality' have opened up 
between health professionals for whom good quality care is all about meeting 
professionally defined standards for their patients, and health service managers for 
whom it is more about cost-effectiveness. 
The quality gurus argue that ultimately QA will save money due to the costs associated 
with poor quality. Donabedian makes three links between quality and cost: 
1. Bad care can harm patients and is also wasteful 
2. Wasteful care has the potential to harm patients 
3. Waste in any form depletes resources that could be used to treat more patients 
better 
0vretveit (1991) categorises the costs associated with qual ity as: 
1. Prevention Costs: The expenses incurred by ensuring that the design and 
operation of the service is correct; failures are prevented from occurring. 
2. Appraisal Costs: The overall and continuing cost associated with 
maintaining quality systems to identify 'defective' services or products before 
they are given to the client, eg training, audit, quality control procedures, 
resource management ete. 
3. Internal Failure Costs: These are due to inadequate systems and bad 
mismanagement and are costs associated with rectifying things whilst the 
patient is still in the system. eg delays, repeat tests, lost notes ete. These 
costs are estimated as being a significant proportion of annual operating 
costs . 
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4. External Failure Costs: These are costs associated with rectifying the 
problem after the patient has left the system, eg patients readmitted, 
handling patient complaints. These costs include negligence claims. 
He argues that not all costs associated with quality are bad. Prevention and appraisa l 
costs are necessary to improve quality and ultimately to eliminate costs associated with 
interna l and external failures. Evidence from industry has shown that the leve l of 
wasted resources general ly exceeds 35% of operating costs (Hodgson, 1987). Typica l 
proportions of costs in companies (non health related) not engaged in forma l quality 
improvement efforts are that 5% or less is spent on prevention, 25% on appraisa l and 
70% on rectifying failures (Wouters, 1994). 
Figure 2.5 illustrates some of the costs associated with poor quality, many of which are 
never accounted for or even acknowledged as costs. 
Figure 2.5: Quality Costs 
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wrong treatment 
repeated OPD visits 
death 
~~ted patient time 
wasted medications 
unnecessary treatment 
loss of patient trust 
poor patient compliance 
poor cost recovery 
All quality assu rance initiatives, whether implicit or explicit, focusing on individual care 
or popu lation service, undertaken by professionals, managers or consumers, must reflect 
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an abiding interest in the provision of the highest possible quality care. If such concern 
is not given primacy, quality assurance cannot take place. It should extend to all 
aspects of care including technical, interpersonal and moral (Ellis and Whittington, 
1993). This concern for access to quality hea lth care is a societal belief (Lohr, 1990) 
which was reflected in the UK with the establishment of the NHS in 1948. In fact the 
health of individuals affects the health of the community at large and changes in the 
health status of the community have a domino effect on various sectors of our society 
and economy. 
2.B.5 Inter-professional development 
Both individuals and organisations must be positively motivated to implement quality 
assurance. This implies commitment of time, energy and resources. Deming (1986) 
stated that 92% of everything that was wrong with an organisation was the fault of 
management. "Workers" he said, "worked in the system while managers worked on 
the system." Berwick (1992a,b) stresses that quality is likely to improve further if all 
personnel are already assumed to be doing their best, but will try even harder if better 
systems of health services delivery are introduced. For this to truly succeed QA 
initiatives should involve inter-disciplinary team work (Berwick, 1992c), breaking away 
from the inherent 'tribal' boundaries present in the NHS (Moss, 1992b). This is a 
particular challenge for physicians, as Berwick (1989) comments: 
"physicians seem to have difficulty seeing themselves as participants in processes, 
rather than as lone agents of success or failure." 
Health care is basically inter-professional in that the patient is dependent on a health 
care package delivered by a range of professionals, yet its QA is most frequently carried 
out by mono-professional groups. There is an obvious need for techniques and 
measures designed for inter-professional activities and for quality management systems 
which encourage their development and use. Health service organisation is itself 
relatively compartmentalised and there is a danger that current quality systems will 
consolidate divisions rather than break them down (Ellis and Whittington, 1993). 
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2.9 Summary 
The rationale for quality improvement is to create an environment whereby it is poss ible 
to anticipate, understand and be responsive to patient needs. For this to happen, 
regular, critical and systematic analysis and evaluation of clinical practice is required. 
This must include the contributions to care given by all professional groups and take 
into account both the clinical and non-clinical aspects of the health care system. 
Though guidelines, protocols and standards of care have been developed by 
professional groups for specific problems, comprehensive guidelines covering several 
levels of care (from primary to tertiary) and several provider groups are rare (Vuori, 
1992). Much good-quality care is dependent on collaboration and communication 
between these provider groups. Now that the audit of clinical practice is becoming 
established and accepted, a framework for coherent, interdisciplinary QA is required, 
bringing together all the quality initiatives. Otherwise it is very likely that these different 
initiatives wi II become isolated, ineffectual activities (Moss, 1992). 
There is still much rhetoric and few examples of holistic models in health care delivery 
systems. No single approach or off the shelf solution is likely to fulfil all criteria, but 
certainly fundamental building blocks exist. It would appear that most of the QA 
approaches reviewed offer partial approaches and could have some benefit. The TQM 
approach has a great deal of potential, yet it also presents some basic conflicts with the 
underlying norms and expectations that guide health service bureaucracies. While the 
conflicts exist they are not intractable and, if recognised, represent opportunities not 
only to improve quality of health care, but also the systems of health service delivery 
(Doyle et aI, 1992). 
Quality assurance can be applied to any process (service or production) within any 
organisation (public or private), and although there are fundamental differences 
between manufacturing and service industries and public and private sector 
organisations, these should not prevent health services from using established quality 
methods, although careful adaptation and selectivity is required (0vretveit, 1992). 
This review has identified certain gaps in health care QA literature, specifically in the 
use of service industry approaches and in practical implementation strategies for 
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interdisciplinary audit/QA at health facility level. The opportunities for improving 
health care singly and through co-operative ventures are almost unlimited. Chapter 3 
will discuss the research approach adopted in this study and chapter 4 will discuss how 
this research aims to help fill that gap by developing a framework for quality 
improvement based on the TQM philosophy which brings together the different 
disciplines and acknowledges different levels of care through the use of customer-
supplier modelling. 
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Chapter Three 
Research Design and Methods 
"However it is not a question of qualitative 
versus quantitative methods but rather how to 
address innovative strategies for combining 
different perspectives and quantitative and 
qualitative methodologies within a single 
study" 
Bowling, 1997 
3.0 Introduction 
Chapter 2 highlighted the fact that there are few holistic examples of quality 
improvement strategies in the UK health sector. Furthermore, it showed that with the 
audit of clinical practice becoming established and accepted, a framework for a 
coherent, interdisciplinary QA approach is required; one that brings together the 
different partial approaches. Government proposals now emphasise that the leaders of 
all health professions must assume greater responsibility for the quality of care. There is 
thus an implicit need for both purchasers and providers to develop interdisciplinary, 
systemic and systematic QA approaches that address the: 
• Different levels of care 
• Critical links between these levels 
• Contributions to care given by all professional groups 
• Clinical and non-clinical aspects of the health care system 
The previous chapter pointed out that although no single approach or off the shelf 
solution is likely to fulfill all criteria, fundamental building blocks do exist in the 
manufacturing and service industries . It is suggested that TQM is one such approach 
that, if adapted and implemented appropriately, can produce truly effective QA systems 
for the health sector. 
This chapter deals with the study design and methodological issues. Firstly the research 
paradigm is discussed and the different research options are reviewed, taking into 
account advantages and disadvantages of different research approaches. In this chapter 
the arguments are put forward for why an action research approach is most appropriate 
for developing customer - supplier models and why case studies are used for 
demonstrating the appropriateness of the models. The research methods and 
techniques employed during this study are described as well as the procedures 
employed for conducting this research. Finally the data analysis techniques are 
discussed taking into account the limitations and potential biases associated with this 
research approach. 
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3.1 Objectives of Research 
The overall aim of this research is to demonstrate that TQM is applicable to a health 
care setting in the context of the National Health Service. 
The specific objectives of this study are to: 
1. Critically review Quality Assurance (QA) approaches in order to identify 
which have potential for application in the health sector 
2. Examine whether TQM is applicable and appropriate in relation to a health 
care delivery system 
3. Develop a customer-supplier modelling methodology for understanding how 
people, processes and systems interrelate 
4. Construct customer-supplier models of a clinical directorate 
5. Establish a directorate quality assurance system, using customer-supplier 
models to provide the basic framework for interdisciplinary quality 
improvement 
In essence this thesis is examining whether it is possible to implement a directorate QA 
system based on the TQM philosophy, through the development of customer-supplier 
models and whether such models can provide the framework for coherent, 
interdisciplinary, continuous quality improvement. 
3.2 Study Design 
The tendency in research on health services is to focus mainly on the experimental 
method, which implies the exercise of objectivity in: 
• 
• 
• 
• 
• 
the inception of the research idea 
the design of the study 
the methods used 
the process of carrying it out 
and the analysis and interpretation of the research results 
However, unlike the traditional biomedical model of research, much research on health 
services is multidisciplinary, with the consequence being that a variety of qualitative 
and quantitative, descriptive and analytical research methods are available (Bowling, 
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1997). All methods have their problems and over-reliance on one method can lead to 
questionable validity of the final results. The aim of health services research is to 
produce valid and reliable research data on which to base appropriate and acceptable 
health service provision (ibid.). Therefore the research knowledge acquired needs to be 
developed into action if the discipline it to be of value. Relating this definition of health 
services research to the original objectives of this study, one can clearly see that this 
study can be classified as health services research, with two principal research 
components: 
1. To develop a novel modelling methodology based on the TQM philosophy 
which describes the interactions between internal and external customers and 
suppliers 
2. To test the applicability of customer-supplier modelling within a clinical 
directorate 
With the overall aim of developing a framework for quality improvement. 
3.2.1 Research paradigm 
The reported success of Total Quality Management and other quality improvement 
approaches in industry has led to the hypothesis that TQM, an holistic management 
philosophy, offers a possible paradigm for health services. A core assumption 
throughout this thesis is that if QA systems are established and implemented 
appropriately then quality improvements will be realised which in the short term should 
impact on both provider and public satisfaction with health services and in the long 
term should improve the health of the population. Thus accepting this assumption, 
consideration must also be given to the health care environment itself that is one of the 
most mixed paradigms within which to work. Not only is the work force a highly 
skilled, multi professional group, the use of sophisticated technology is promoted and 
every patient who comes for treatment requires personalised care specific to their 
gender, race, socio-economic level and health status. It is within this context that the 
different research options are reviewed 
3.2.2 Research options 
In reviewing the research options available various issues and constraining factors were 
considered at the outset of this study so that an appropriate research approach was 
employed. Additionally it is important to remember that health services research not 
only aims to produce valid and reliable research data on which to base appropriate and 
acceptable health service provision but that the new knowledge acquired needs to be 
developed into action if the discipline it to be of value. Key decisions about the strategy 
and methods to be used were based on the following issues and constraining factors 
considered relevant to thus study which are detailed in table 3.1. 
Table 3.1 Key Issues and Constraining Factors 
Issues Factors Considered 
Relevance of research • QA very topical in relation to NHS reforms 
Feasibility 
Coverage 
Accuracy 
Objectivity 
Ethics 
I I \ 
• Building on experience from commercial/service sector 
• Small-scale study (1 full-time researcher, very limited funds) 
• Time limited (18 months maximum for field-work) 
• Limited access to study population (clinical directorate is a 
"live" work environment) 
• Selected pilot sites within St Thomas' Hospital to be involved 
in developing the models and in testing their applicability 
• Data collection to focus on both internal and external 
customer-suppl ier requ i rements 
• Generalisations will have to be carefully considered because of 
small-scale research project 
• Response rate of participants should be high 
• Data should be precise and detailed because all hospital staff 
(participants) will receive training before data collection 
• Participants are likely to give accurate/honest responses 
because data is not highly sensitive 
• Will involve participants in all aspects of the research design 
and process to help avoid personal bias 
• Limitations of research approach will be considered in the 
analysis and interpretation of the data 
• If sensitive data are collected, confidentiality of information will 
be guaranteed 
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In considering the objectives of this study, it can best be described as "hands-on" 
research, because it is based on the premise that those who are going to use the models 
(to test their applicability) will also be totally involved in the model development 
process. This basically ruled out using traditional experimental methods due to the 
participatory and consensual approach towards investigating problems and developing 
plans to deal with them. A longitudinal (before and after) study was considered 
inappropriate, because depending on how the models were developed and used would 
to a large extent determine what aspects of quality were going to be addressed. like-
wise it was not feasible to include a control (non-intervention) group in the study 
because of; 
• time and other resource constraints of the project, 
• the ethics of using control groups in social research, 
• the developmental nature of the research 
making it very difficult to draw any meaningful conclusions from this type of 
comparison. 
To ensure ownership of the process a fully participative process with the participants 
was important for the two distinct components of this research project. 
Component 1: to develop a novel modelling methodology based on the TQM 
philosophy and construct customer-supplier models for a clinical directorate that 
describe the interactions between internal and external customers and suppliers 
Component 2: to test the applicability of customer-supplier modelling through case 
studies within a clinical directorate 
Thus component 1 is a descriptive study, largely depending upon qualitative field 
research whilst for component 2 a case-study approach was selected for highlighting 
examples of the applicability and use of the models. Chapter 4 describes in detail the 
development of the customer-supplier modelling methodology. Chapter 5 gives and in-
depth insight into the organisational structure and readiness of the hospital to QA 
approaches on board in light of the NHS reforms. Finally chapter 6 describes the 
resulting models and demonstrates 2 separate case-studies (examples) in how the 
models were used to identify, analyse and tackle quality problems. 
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3.2.3 Justification for approach 
By considering the issues and constraining factors described in table 3.1, the researcher 
selected an action research approach using case-studies which offers a significant 
number of advantages in relation to more traditional research approaches. The 
principal reasons for this included: 
• Size of study (small-scale) 
• Practical and multi-disciplinary nature of research requiring active collaboration 
of participants (health care -practitioners) in both the construction and 
implementation of models 
3.2.3.1 Action Research 
Action research implies that the needs and problems are defined jointly with those 
involved. Subsequently methods are devised to deal with the problems and finally 
strategies are devised and implemented to improve the services. Hart and Bond (1995) 
select seven criteria which distinguish different types of action research and which 
together distinguish action research from other research methods in that it: 
• is educative 
• deals with individuals as members of social groups 
• is problem focused, context specific and future oriented 
• involves a change intervention 
• aims at improvement and involvement 
• involves a cyclic process in which research, action and evaluation are 
interlinked 
• is founded on a research relationship in which those involved are 
participants in the change process 
This approach is particularly relevant to the philosophy of quality improvement 
approaches and the QA cycle which encourages participation, learning by doing, 
focusing on the understanding and analysis of problems, change intervention and 
evaluation on a continuous basis and ownership of the overall process. Additionally 
this research study has been conducted from a systems perspective in which it is 
assumed that individual phenomena can only be understood if they are analysed in the 
context of the interactions and relationships within the wider system. 
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The disadvantages of this action research approach are that the necessary involvement 
of the practitioners can limit the scope and scale and at times, particularly in the early 
stages the extra burden of work for practitioners can be very difficult to balance with 
normal work duties. The "work-site" approach may affect the representativeness of 
findings and generalisations that can be made. In effect the research becomes 
constrained to what is permissible and ethical. For the researcher, ownership of the 
research process can become contestable within the partnership of practitioner and 
researcher. Finally in discord with the classical image of science the action researcher is 
unlikely to be fully detached and impartial in his/her approach to the research. 
3.2.3.2 Case-Studies 
The use of case studies has become extremely widespread in social research and 
particularly with small-scale research. Case studies are particularly useful when survey 
research or experimental research does not fit the underlying design of the study. The 
major advantages of using this approach is that the focus is on one or a few instances 
that allows the researcher to deal with the intricacies and complexities of complex 
social situations. The analysis is holistic rather than being based on isolated factors . 
Additionally a variety of qualitative and quantitative research methods can be used to 
capture the complexity of the issues, which in turn facilitates the validation of data 
through triangulation. This approach is also particularly suitable when the researcher 
has I ittle control over events and can also concentrate effort on one research site. 
However the particular problems associated with case-studies include: 
• Credibility of generalisations 
• Perception of soft data lacking the degree of rigour expected of research 
• Focus on process, rather than end results 
• Negotiating access to case-study setting 
3.3 Key Stages of the Study 
Thi s research study consisted of eight key stages as described in Table 3.2. 
Table 3.2: Key Stages of Research 
Key Stages 
l. Conduct literature review 
2. Critically appraise literature 
3. Developlfinalise hypothesis, aims 
and objectives of the research 
4. Develop customer-supplier 
modelling methodology 
5. Define organ isational context of 
study 
6. Select pi lot departments to test 
modelling methodology 
7. Constuct models for pi lot sites 
8. Evaluate models through case 
studies (specific examples) 
3.3.1 Study population 
Comments 
Literature search using CD-ROM (Medline), BIDS, 
King's Fund QA abstracts, European Foundation for 
Qual ity Management database, hand searches 
through back issues of relevant journals and 
review of 'the grey I iteratu re' 
Analysis of key articles, identifying gaps in the 
literature. 
Based on analysis of literature 
Novel modelling methodology developed, based 
on gaps in the literature in relation to TQM tools 
and techniques 
Key informant interviews with external QA bodies, 
DoH, senior hospital managers and external 
customers (health authorities, GPs etc.) 
Explicit selection criteria drawn-up and pilot 
departments are matched for similar characteristics 
Participative training sessions in orientation to QA, 
QA skills and customer-supplier modelling 
Regular QA meetings established with use of QA 
cycle and customer-supplier modelling. Case 
studies used to describe application and utility of 
models. 
The study was conducted in South-East London with St Thomas' Hospital, a large inner-
city university teaching hospital. The Hospital was purposely selected for this research 
study because of its willingness to co-sponsor this study, the strong research links that 
exist between St Thomas' Hospital and City University and because of the importance of 
studying the effect of the NHS reforms in one of London's biggest teaching Hospitals. 
Respondents included senior hospital managers, staff from the two pilot sites and their 
immediate internal and external customers (hospital staff, patients, community, GPs, 
CHCs, health authorities, suppliers and DoH). Additionally key informants from 
industry and academia with substantial experience of the QA process provided 
important inputs during the different stages of this research study. Both an inpatient and 
an outpatient area participated in the study to reflect the two distinct types of health 
service provision offered by the hospital. In the case of the outpatient area this was 
already a pre-selected area for the study. For the in-patient area, group characteristics 
were matched to ensure similarities between the two study groups (refer to chapter 6, 
section 6.1). 
3.3.2 Variables 
Key variables investigated related to both internal and external customer and supplier 
expectation and perception of service quality and service provision. These variables 
were defined by the respondents and then categorised into interaction types in the 
customers-supplier models. To test the validity of the models a case-study approach 
was used. 
3.3.3 Tools, data collection and analysis 
3.3.3.1 Situation Analysis of St Thomas' Hospital (chapter 5) 
To obtain an in-depth understanding of the organisational context of the Hospital and 
the process of health sector reform, key informant interviews were conducted with 
senior level managers and key external suppliers and customers. These were 
unstructured topic-based interviews. Due to the small sample size a manual, thematic 
analysis was conducted. Additional data was collected through study of hospital 
documentation, observation of hospital staff and their activities and informal discussions 
with key informants. All data were collected by the principal researcher. 
3.3.3.2 Customer-Supplier Modelling (chapter 4) 
Section 4.6 details the systematic design of the modelling methodology. It is important 
to note that in the collection and incorporation of data into the models this was based , 
on consensus techniques . Simple data collection tools listed in Appendices I-IV were 
designed to collect the key data required for describing service or product provision. 
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All staff completed atleast one training session before completing the data collection 
forms. Once all data had been collected, they were entered into a spreadsheet by the 
researcher and cross-tabulated. Where anomalies occurred, both customer and supplier 
were re-interviewed to obtain consensus. Finally on completion of all the models, each 
member of staff revised their respective models to ensure that the models were 
representative. 
3.3.3.3 Application of models using case-studies (chapter 6) 
Due to the nature of this research and the time limitations in carrying out this field work 
(model development and application) a case study approach was used to evaluate 
whether customer-supplier modelling could be used to provide the framework for 
interdisciplinary quality improvement in a clinical directorate. In the two main case 
studies described additional tools were developed including simple survey cards, postal 
surveys, focus group discussions and knowledge questionnaires. The details of study 
population, sample size, tool design and data collection and analysis are included in 
chapter 6 and Appendices V-X. 
3.3.4 Limitations and constraints 
The principal challenge in action research is the difficulty of controlling for all 
confounding extraneous variables in natural settings, especially in light of the radical 
health reforms taking place at the time that this research was conducted. Whilst every 
effort has been made to ensure that this research study has been conducted rigorously, 
critically, objectively and with systematic collection, analysis and presentation of the 
data it is almost impossible to avoid a degree of bias. This is particularly the case in 
action research studies where the main drivers are the participants (collaborators), who 
were inevitably influenced by the political, cultural and social demands of working for 
the UK National Health Service during wide-scale reforms . 
The other major challenge was in converting qualitative data into a quantitative form as 
represented in the models. Chapter 7 discusses the issue of eloquence and accuracy of 
the models and Chapter 8 recommends how this could be developed further. 
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3.4 Summary 
This chapter has reviewed the various research options available and argued that the 
most appropriate research strategy is an action research approach using case studies in 
select pilot-sites to demonstrate the applicability of customer-supplier modelling. 
Because of the nature of action research, in that as knowledge is generated so it is 
implemented simultaneously this negated the need for control groups. The constraints 
and limitations are recognised of such an approach, which include the size of the study, 
generalisability of the results, possible research biases and ownership of the overall 
research process. Due to the participative nature of this research whereby the models 
are designed and implemented simultaneously by the participants, it does not lend itself 
to traditional experimental research approaches. 
The following chapter defines in greater detail the rationale and framework for 
customer-supplier based on the Parasuraman Servqual model and on Schein's model of 
organisational culture. Chapter 6 defines in detail the construction of customer-supplier 
models for the Diabetes and Endocrine Directorate and details 1 micro and 1 macro 
level case study conducted and their resulting interventions. 
Chapter Four 
Customer-Supplier Modelling 
"Lack of a single point of accountability 
creates an environment conducive to shifting 
or shirking responsibility. Helping to focus on 
the appropriate points of accountability in the 
system should be one of the key aims of a 
successful quality improvement programme" 
Lohr, 1990 
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4.0 Introduction 
In Chapter 3 the various research options available were reviewed and it is argued that 
the most appropriate research strategy is an action research approach using case studies 
in select pilot-sites. Whilst the limitations of such an approach are recognised, it is 
concluded that due to the participative nature of this research the study does not lend 
itself to more traditional experimental approaches. 
Therefore in this chapter the methodological issues in relation to the rationale and 
development of 'customer-supplier' modelling, are di scussed. It highlights the 
technical, political and cultura l issues involved in estab li shing QA systems in a clinical 
environment and describes in detail the justification for and relevance of customer-
supplier modelling in relation to TQM. The use of this modelling technique is 
presented at both micro and macro level as a tool to aid interdisciplinary QA. Finally, 
the relative merits of different implementation strategies are assessed and a framework 
for QA implementation is proposed, including an analysis of the significant role of the 
'clinical directorate' for the institutionalisation and acceptance of QA. 
4.1 Factors Involved in Establishing QA Systems 
As in any sector and within any organisation it will not only be the technical factors that 
factors will influence the success or failure of new programmes. Equally important are 
the political and cultural factors. The health sector provides a particularly complex 
picture due to its unique and distinctive characteristics. Will the era of assessment and 
accountability actually provide what Ellwood (1988) says we need? 
"a central nervous system that can help us cope with the complexities of modern 
medicine" 
As Ellis and Whittington (1993) point out, health care organisations have two major 
distinctive features: 
1. Their costs and effectiveness are difficult to determine. 
2. They are the largest and most complex cong lomerate organisations devoted to the 
practice and support of professional activity. 
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The hea lth sector also has a large number of di ffe rent and legitimate stakeholders which 
include government, hea lth servi ce managers, hea lth care practi tioners, patients and 
thei r ca rers, prospecti ve patients and the population in general. Each stakeholder exerts 
different types of power, has confli cting interests and expectations and displays different 
behav iour, as illustrated in Figure 4.1. It is vital that all stakeholders have the 
opportunity to be hea rd so that the QA system can be des igned spec ific to the context in 
which it is operating. 
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"Modern medical care is a complex enterprise entailing interactions among doctors, 
nurses, and other health professionals; complex information systems; an immense 
array of pharmaceutical products; and complex devices, equipment, and rules of 
procedure. For good results these complex elements must be assembled effectively, 
and improvement depends on the processes of care and management that orchestrate 
these many elements. Orchestration is not easy." (Berwi ck, 1992b). 
The array of QA literature is huge and has already been reviewed in Chapter 2. To 
achieve a successful quality assurance programme it is important that technical factors 
are fully defined and tackled systematically. Technical factors can be grouped into five 
broad categories which include: 
1. Definitions of quality and quality assurance 
2. Organisational contexts of QA 
3. Measurement and methodology in QA 
4. participation in QA 
5. resource implications of QA 
As has already been stressed there is no 'off the shelf' solution and every QA 
programme should be tailored to the specific needs of the organisation. 
4.1.2 political factors 
In the UK health sector, it is only due to government imperatives that assuring quality of 
care has finally become a mandatory part of health service delivery. Indeed it is the 
problem of rising demand, limited resources and increasing public expectation of health 
services which has prompted politicians on all sides to look for ways of re-organising 
the health sector. Likewise professional bodies nationally and internationally have been 
lobbying more in recent years for establishment of more formal mechanisms for proving 
excellence and adherence to professional standards. Political factors can have severe 
consequences if not heeded and certainly the health sector is no exception. As Pfeffer 
and Coote (1991) cynically suggest, quality initiatives are sometimes used as a 
smokescreen to mask the effects of intensifying pressures on resources. On the right of 
the political spectrum quality is broadly connected with the idea of 'value for money', 
whilst on the left quality appears to occupy a position between the traditional goals of 
'liberty' and 'equality'. In fact in the latest government reforms (DoH, 1997), the 
government talk about fairness and partnerships, co-operation not competition. But 
whatever the political arena, health service providers must be fully aware of the political 
agenda and be prepared to work within these political frameworks, interpreting policy 
changes in a beneficial way to the health system. 
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4.1.3 Cultural factors 
In health care there is increasing recognition that quality is not just a matter for 
individual practitioners, units or professions. The WHO working group on QA in 1983 
note that QA must be seen as an agent of organisational change and that QA staff will 
need to develop extensive skills in the identification of the causes of the resistance to 
change in organisations and in strategies and tactics of organisational change. Therefore 
it is necessary to consider the distinctive characteristics of health care organisations. 
Innovators may have to attend to change at more profound levels than might at first 
seem to be required. Zaltman and Duncan (1977) suggest that different change 
strategies are required depending on organisational style, culture and structural 
characteristics. They list the different change strategies as: 
Re-education: This strategy assumes that employees operate rationally on the basis of 
the information available to them. If the problem and options are presented clearly they 
will arrive at commitment to change. 
Persuasion: This strategy depends on skillful presentation of the message that change is 
both necessary and feasible. It requires charismatic and inspirational leadership and 
probably works best in value driven organisations. 
Facilitation: In this strategy the main focus is on the individuals involved in the change. 
Techniques such as team building and awareness raising are used in groups of people 
most likely to be affected by the change. 
Power: Change is effected through the use of the organisations power of coercion. 
The introduction of a new approach such as TQM will not succeed unless it 'fits the 
culture'. If the disjunction is too marked the culture itself will have to change (Ellis and 
Whittington, 1993). Every organisation has a culture which can be both a positive or 
negative force in achieving effective performance. Effective organisations have internal 
cultures that reinforce the importance of excellence. Cultures provide stability and 
certainty for their members. Individuals know what is expected, what is important and 
what to do (Gibson et aI, , 990). Refer to section 4.5 for a more detailed discussion on 
group culture. 
Quality related initiatives are particularly likely to provoke professional resistance as 
they inevitably impinge on professional values and traditional practices. However, 
professionals are more likely to embrace change if the instigators are themselves 
professionally credible . Clear and explicit quality procedures are always easier to 
establish in less professionalised areas of the organisation. Health care professionals 
have characteristics which distinguish themselves not only from non-professionals but 
from other professionals. There is considerable evidence that health professionals, who 
are by definition and nature altruistic and committed to improvement, find quality 
assurance appealing (Ellis and Whittington, 1993). Professions are also inherently self 
perpetuating and intensely protective of their role and status. Quality assurance systems 
which do not recognise the importance of professional competence and judgement are 
likely to be regarded as intrusive and to be rejected or obstructed. 
4.2 TQM Model in Health Care 
When attempting to implement a QA programme, based on the TQM philosophy in a 
hospital, it runs counter to many of the underlying assumptions of professional 
bureaucracies. Total Quality Management represents a total paradigm shift in health 
care management and presents a series of potential conflict areas in the way health 
organisations are managed. For example TQM calls for continuous and relentless 
improvement in the total process that provides care, not simply in the improved actions 
of individual professionals. It requires accepting the fundamental assumption that most 
problems encountered in a health care organisation are not the result of errors by 
administrative or clinical professionals, but failure of the system within which all 
personnel function. An obvious conflict is between the relentless enquiry of TQM and 
the established norms of professional autonomy. This is not merely a conflict between 
administrators and clinical professionals, it is a fundamental challenge to the way all 
professionals think about quality, evaluate and regulate themselves, and gain and 
protect their professional domains and autonomy (McLaughlin and Kalzuny, 1990). 
TQM is a managed change agent designed to move an organisation from a culture 
based on checking people, correction and fire-fighting to a culture involving everyone 
in the organisation in total and continuous improvement (Macdonald and Piggott, 
1990). TQM only comes about when employees are involved, committed and 
understand how their roles fit in with the processes to which they contribute and the 
overall TQM aims of the organisation. The challenge is to encourage staff to become 
more focu sed towards 'thinking quality ' in the way they work. This requires senior staff 
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to foster more open communications and initiate team building. It also involves staff 
having an understanding of who their immediate internal and external customers are, 
and being aware of and understanding their requirements and expectations. It requires 
that the different professions cooperate and work together in achieving TQM aims. 
TQM is not about expecting staff to do a perfect job, but about giving staff the necessary 
tools, training and support to get to grips with poor process quality. If TQM is to 
succeed it requires leadership from senior managers and professional staff along with 
the total commitment, ownership and active involvement of everyone. This will only 
come about through people understanding what TQM can achieve where other 
initiatives have failed. 
Exactly how much will need to be done and how much time will be required to take an 
organisation through to total quality management depends partly on its condition at the 
outset; its organisational readiness. Traditions, skills, structures and culture differ 
between organisations. The approach used successfully in one place may not 
necessarily be the best way elsewhere. 
The four major components of TQM, illustrated in Figure 4.2, are characterised in the 
TQM health care model (Koch, 1991) adapted from John Oakland (Department of Trade 
and Industry, 1989). The process of organising and managing quality improvement in 
health care must be seen as an integration of key strategies such as resource 
management, medical audit, business planning ete. which are all complementary to 
TQM in their implicit or explicit objective to offer increasingly higher quality care to the 
patient. As a focus for TQM it is vital that contractual obligations to provide services are 
met. Let us consider the four key components required for establishing a TQM 
philosophy: 
1. Establishment of a coherent quality system 
2. Implementation of quality tools and techniques 
3. Clear management commitment from both clinicians and general managers 
4. Team work and recognition of staff value 
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Figure 4.2: TQM Health Care Model 
(Source: Koch, 1991, 1992) 
4.2.1 The system 
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To achieve TQM there is a requirement for the development and implementation of a 
quality system which defines the roles, responsibilities, processes and procedures within 
the organisation in order to ensure that staff are able to and do carry out quality 
assurance activities. The QA system can be defined at individual, speciality, directorate 
and unit level. BS 5750 is one example of such a system which sets out the methods by 
which a management system can be implemented in an organisation to ensure that all 
the specified performance requirements and needs of the customer are fully met. 
The quality system should be built in a way which meets the specific organisational and 
service requirements. Many TQM initiatives fail due to lack of robust quality systems 
being in place . 
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4.2.2 Tools and techniques 
All processes can be monitored and brought 'under control ' by gathering and using data 
(Figure 4.3). TQM uses a set of tools and techniques to monitor performance of 
processes and feed back the information when corrective action is necessary. For the 
hea lth sector examples of such tools are: clinical aud it, patient surveys, quality control 
and flow charts. It is important to rea li se that the majority of these tools are not new - it 
is a matter of bringing them together under one umbrella and being used appropri ate ly. 
Figure 4.3: Simple Process Diagram 
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4.2.3 People and team work 
The complexity of many processes in health care place them beyond the control of any 
one individual. The only way to tackle quality problems concerning such processes is 
through team work. This allows: 
• A greater variety of problems to be tackled 
• Exposure to a greater diversi ty of knowledge, sk ill and experi ence 
• Cross departmental or functional boundaries can be dealt with more eas ily 
When properly managed, teams improve the process of problem solving, producing 
results quickly and economically. Teamwork is essential for building trust, improving 
confidence and communications and deve loping interdependence. 
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4.2.4 Management 
Management commitment to TQM, at spec iality, directorate and unit leve l must be rea l. 
This involves committing new resources or rea llocat ing ex isting resources in terms of 
time, manpower and money. Those with management responsibility must realise that 
people do not need to be coerced to perform well, but that they want to achieve, 
accomplish, influence activity and challenge their abiliti es as long as the system permits 
them to do so. 
Thus the key constructs of a TQM system fo r hea lth care emerge (Table 4.1): 
Table 4.1: Constructs of a TQM System 
(Adapted: James, 1992 and Lohr, 1990) 
KEY CONSTRUCTS OF A 
TQM SYSTEM FOR HEALTH CARE 
1. Customer sensitivity (internal and external) 
2. Demonstrable top management commitment 
3. Support of professionals (especially doctors) 
4. Development of quality culture and enabling 
staff 
5. Provision of training ( to facilitate learning and 
action) 
6. Interdisciplinary teamwork 
7. Processes for continuous quality improvement 
8. Quality specifications (qualitative/quantitative 
standards, protocols, procedures etc which are 
subject to review) 
9. Effective communications 
These themes are evident in the central features of TQM as set out by Oakland (1989) 
described in Chapter 2. 
M cLaughlin and Kalzuny (1990) assert that both models - TQM and the professional 
bureaucracy - must be accommodated if TQM is to make a difference in health care 
organi sations. Ellis and Whittington (1993) make similar assertions when they state that: 
~l pi; r 1( d //in 
"Quality assurance systems which do not recognise the importance of professional 
competence and judgement are likely to be regarded as intrusive and to be rejected or 
obstructed. 11 
For example the professional model is important in handling the flood of technical 
information that medical research has developed whereby specialisation is a way of 
handling information overload. Galbraith (1973) suggests that TQM can be seen as a 
methodology for developing lateral linkages that transfer information between 
disciplines as needed in the traditionally highly compartmentalised organisation of 
health care delivery systems. McLaughlin and Kalzuny contrast the two models (Table 
4.2). 
Table 4.2: Professional vs. TQM Model 
PROFESSIONAL MODEL TQM MODEL 
• Individual responsibilities • Collective responsibilities 
• Professional leadership • Managerialleadership 
• Autonomy • Accountability 
• Administrative authority • Participation 
• Professional authority • Participation 
• Goal expectations • Performance and process expectations 
• Rigid planning • Flexible planning 
• Response to complaints • Benchmarking 
• Retrospective performance appraisal • Concurrent performance appraisal 
• Qual ity control • Continuous improvement 
Thus TQM represents an approach with a great deal of potential, yet it also presents 
some basic conflicts with the underlying norms and expectations that guide hospital 
bureaucracies. Whilst the conflicts exist, the problems are not intractable and, if 
recognised, can present opportunities to improve the health system. 
4.3 Customer Sensitivity 
The key and distinguishing tenet of the TQM philosophy in contrast to other quality 
improvement methodologies is its customer focus (both internal and external). There is 
little evidence to suggest that this issue is being addressed coherently in health care 
delivery systems. In general, health care providers have taken a passive approach, 
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promoting patient suggestion schemes and satisfaction surveys, wh ich do not 
necessarily include all their external customers, whilst with their internal customers few 
concrete examples exist to show any serious attempts of understanding staff expectation 
and need . This implies that there is a requirement for a systemic and systematic 
approach to understanding both internal and external customer needs and expectations 
which can bring together the different provider and consumer groups and create an 
appropriate framework and environment for interdisciplinary audit and quality 
improvement activities. 
In this thesis, rather than becoming involved in sociological interpretations of labels, 
customer, consumer, user and client have been used interchangeably, to refer to the 
patient and health service personnel, depending on the context. In terms of describing 
TQM, staff, patients, GPs, carers and other groups have been referred to as customers 
and consumers. In many cases the patient is also referred to as client or user because of 
the passivity implied in the term patient, which has mainly been used for distinguishing 
the person under medical treatment from other customer groups. A more detailed 
discussion is presented in Chapter 7. 
4.3.1 The role of the consumer 
Before looking towards developing novel techniques it is vital to understand and be 
aware of the different contributions that the consumer can make in promoting quality of 
care. Donabedian (1994) reminds us not to under-estimate the role of the consumer 
when he contends that: 
" .... the health care system is not a configuration of providers only. Consumers are an 
integral component; and if the system fails to produce quality, it is also because 
consumers have not acted concertedly to exercise their rights and bear their 
responsibilities. " 
In his 1994 address at the International Conference for Quality in Health Care, he 
assigns consumers the following seven differing roles: 
1. Consumers as definers of quality - It is clear with regard to interpersonal exchange 
that consumers play a decisive role in what is considered appropriate and 
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acceptable. Regarding technical care, consumers know much less, but they can be 
taught to distinguish good from bad, especially by prior experience of good care for 
a similar condition. If technical care is to be judged by its impact on health and 
welfare, consumers, if properly informed, must participate in determining what is 
best for themselves. In other words, the goals of care are jointly set by patient and 
practitioner; thus the patient, in effect, participates in defining what outcomes 
constitute quality. 
2. Consumers as evaluators of quality - consumers can evaluate quality of care by 
expressing satisfaction or dissatisfaction with specified components of it, and as a 
whole. But besides being a judgement on care, satisfaction contributes to obtaining 
patient co-operation; and patient satisfaction is also a contribution to patient welfare, 
and for that reason, is a legitimate outcome of care . 
3. Consumers as Informants about care - in addition to judging care, consumers can 
provide information about what they experienced during the process of care, and 
what the results of care were. This information is often difficult and expensive to 
obtain in other ways and it is information that can be used by others, together with 
additional data to make a comprehensive assessment of quality of care. Information 
obtained during the process of care is particularly useful; and the more patients are 
asked, the more they will observe, remember, understand and report. 
4. Consumers as co-producers of care - we should not think of health care as 
something health care professionals provide and consumers receive. It is rather, the 
results of a partnership in which both patients and practitioners are active 
participants. The quality of care depends quite often on how well the patient carries 
out his or her responsibilities, as informant and as executor of the medical regimen. 
5. Consumers as targets of quality assurance - if consumers are co-producers of care, 
it follows that a quality assurance activity needs to find out how consumers perform, 
why they perform as they do, and what can be done to improve their performance. 
To only monitor provider practice will give a partial view of the process of care, and 
of the potential for improving it. Strategies for improving consumer behaviour are as 
important as those directed at providers. 
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6. Consumers as controllers of practitioner behaviour - this is still another way in 
which consumers get involved in quality assurance, this time not as targets, but as 
supervisors. A well informed patient who actively participates in health care 
decisions can have a profound influence on how practitioners behave. 
7. Consumers as reformers of health care - consumers can play an important role in 
reforming health care in at least four ways: 
i) by direct participation in care - this has already been explained 
ii) through administrative support - consumers are encouraged to make 
suggestions and express their opinions through surveys. These activities 
are only effective if consumers can see that their suggestions are taken 
seriously and providers give feedback on what has been done. 
iii) through markets - provided that accurate information is available, 
consumers can choose among alternative sources of care and the success 
of practitioners and health care institutions will depend on market forces . 
iv) through political action - when alternatives do not exist or are limited, 
consumers must resort to pol itical action to bring about the needed 
reforms. 
Donabedian concludes that it is the responsibility of each health care professional, 
individually and collectively to befriend and empower their actual and potential 
patients. In this way, the health care professions not only serve society as a whole, but 
also serve their own best interests in the long term. Although Donabedian's article refers 
directly to the patient as the consumer, the majority of the different roles he assigns are 
equally valid in the context of internal and external customers 
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4.4 Customer-Supplier Relationships 
" ..... having a discussion between customer and supplier without accusation and 
recriminations is the way to reduce the costs of poor quality by ensuring that non-
conformances are seen as problems to be solved rather than the pig-headed behaviour 
of senseless idiots" (Gourlay, 1992). 
A widely accepted definition of quality is 'meeting the customer requirements'. 
Although often the emphasis is on external customers, in that all that is done is done for 
the benefit of the customer, it is also important to be aware of the internal customer-
supplier relationships that exist within all organisations. For an organisation to be truly 
effective, every single part of it must work properly together, because every person and 
every activity affects and in turn is affected by others. The work of individuals and 
departments within organisations are interconnected. As such, people and departments 
act as their own internal 'suppliers' and 'customers' and their interconnected activities 
are intended to benefit the external customer. Thus they are both requesting 
services/products to uselconsume and/or providing services/products for others to 
uselconsume. This introduces the concept of the customer-supplier relationship . 
In Parasuraman's (1985) model of service quality reviewed in Chapter 2, he identifies 
that the consumer evaluates quality based on the difference between the expected 
service and perceived service (gap 5), which typically relies on their own experience 
with that service. This in turn depends on the nature of the gaps associated with the 
design, marketing and delivery of services. These gaps translate quite easily to the 
health care setting (Table 4.3). 
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Table 4.3 Translation of Parasuraman Model to a Health Care Setting 
Gap 1 
Gap 2 
Gap 3 
Gap 4 
Gap 5 
Health Care Setting Description 
Patient expectation - health 
practitioner perception gap 
Health practitioner 
perception - service quality 
specification gap 
(norms/protocols/standards) 
Service qual ity specifications 
- service del ivery gap 
Service delivery -
external communications 
gap 
Expected service -
perceived service gap 
The gap between patient expectations 
and health practitioner perceptions of 
those expectations will have an impact 
on the patient's evaluation of service 
quality. 
The gap between health practitioner 
perceptions of patient expectations and 
the unit's service quality specifications 
(norms, standards, protocols, procedures) 
will affect service quality from the 
patient's viewpoint. 
The gap between service quality 
specifications and actual service delivery 
will affect service quality from the 
patient's standpoint. 
The gap between actual service delivery 
and external communications about the 
service will affect service quality from a 
patient's standpoint. 
The quality that a patient perceives in a 
service is a function of magnitude and 
direction of the gap between expected 
service and perceived service. 
Thus using the Parasuraman model as a basis for understanding customer-supplier 
relations it can be deduced that: 
1. An excellent dialogue between customer and supplier is required to 
understand customer perceptions and expectations of service. 
2. Accurate information and excellent communication channels are necessary 
to ensure that customers receive timely and correct information about the 
service. 
3. Adherence to service quality specifications are vital to ensure consistently 
high service quality (norms, protocols, procedures and standards). 
4 . Regular, systematic review of service quality specifications based on 
customer expectation and need is required. 
BS 7850 part 2 (BSI, 1994) describes the basic unit of a supply chain as illustrated in 
Figure 4.4 . 
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Figure 4.4: A unit of a Supply Chain 
(Source: BSI, 1994) 
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Figure 4.4 describes the relationship between supplier and customer, whereby the 
supplier provides inputs that are transformed by a series of actions into outputs. These 
are received by the customer who has needs, expectations and values, by which he/she 
judges the outcome; that is, ascribe benefit to the outputs. Both customer and supplier 
are part of that process which is denoted by the feedback arrows. 
Figure 4.5 develops this further by describing the changing role of process owner, 
whereby the process owner can be both a customer and supplier. This model takes into 
account the inseparability of the production and consumption of many services. 
Figure 4.5: The Changing Role of Process Owner 
(Source: BSI, 1992) 
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Table 4.4 defines the different terms used in the above model descriptions. 
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Table 4.4: Definition of Terms 
(Source: BS 7850, parts 1 and 2) 
Definitions 
Supplier 
Process 
Customer 
Supply Chain 
Process Owner 
Descriptions 
Any person, internal or external to the 
organisation, who supplies an input to the 
process. 
A set of inter-related resources and activities 
which transform inputs into outputs. 
Any person, internal or external to the 
organisation, who receives the output of the 
process. 
A set of inter-related processes that accepts 
inputs from suppliers, adds value to these 
inputs, and produces outputs for customers. 
The person responsible for performing and/or 
controlling the activity (normally both a 
customer and a supplier). 
By bringing together the BS 7850 models and Parasuraman's service quality model, the 
two approaches are combined to depict the simple customer-supplier relationship 
(Figure 4.6) and also the customer-supplier chain (Figure 4.7). 
The supplier is a person or unit which supplies a product or service as requested (tacitly 
or emphatically) by the customer. The supplier is responsible for the design and/or 
operation of that product or service in partnership and taking into account the 
customer's values, needs and expectations. The customer is the person or unit who 
requests (tacitly or emphatically) the product or service and/or is the person who uses or 
consumes that product or service. Both supplier and customer have their own 
expectations of that service or product based on their own personal experience and 
experiences of others . Ideally there should be a form of dialogue between supplier and 
customer so that they can understand each other's values, needs and expectations. This 
dialogue (two-way exchange of information) must be genuine, since without such 
dialogue quality will remain elusive. 
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Figure 4.6: Simple Customer-Supplier Relationship 
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It is important to reflect on why tacit and emphati c requests take place, which are 
especially relevant to the health servi ce industry 
Tacit request 
In a tac it request there may be no dialogue at all , or it will be one-way only. 
Internal customer: 
• service is provided on a routine bas is, therefore no need for customer to 
request the servi ce every time. Servi ce quality specification s exist, w hich 
mayor may not have taken into account customer need and expectations. 
External customer: 
• patient lacks the experti se, accepting professional judgement and will taci tly 
agree w ith w hatever serv ices the provider requests on behalf of the patient. 
• patient is too ill to make any decision about service options. 
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• service is provided to patient on a routine basis. By the patient presenting 
for their appointment this denotes their tacit acceptance of whatever the 
professional recommends. 
Emphatic request 
An emphatic request should involve a genuine two-way dialogue. 
Internal customer: 
• The customer will request specific services from the supplier stating their 
exact requirements every time. 
External customer: 
• The patient will request specific services from the professional stating their 
exact requirements every time. 
In each organisational structure a series of customer-supplier chains exist which may be 
broken at any point by the customer's requirements not being met. These chains of 
quality have to be managed and must involve everyone, otherwise quality will be sub-
standard. It is in this sense that if TQM is to work it must involve everyone within the 
organisation. Also the TQM philosophy emphasises the importance of the customer. 
Therefore, constant feedback to staff is vital to show that their behaviour is bringing 
about greater customer satisfaction. This implies open communications with internal 
customers and establishing routine and regular feedback mechanisms with external 
customers. Figure 4.7 illustrates a customer-supplier chain, highlighting the changing 
role from customer to supplier of the internal customers/suppliers. This is basically an 
expansion of Figure 4.5 which described the changing role of process owner. 
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Figure 4.7: Customer-Supplier Chain 
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Thus it fo llows that to understand customer-supplier relati onships an understanding of 
how di fferent groups interact w ith one another and how group culture evolves is 
requi red . 
4.5 Values and Group Culture 
" ... we found that, in some cases, attempts were made to sweep TQM in overnight, but 
culture takes time to evolve" (Flood, 1990). 
Many recent efforts argue that the organi sati onal culture is the key to organi sational 
exce llence, which is the prec ise asserti on of the TQM philosophy. With the TQM or 
excellence approach a great dea l of t ime and effo rt may be expended tow ards changing 
peoples atti tudes, w ith senior management exhorting their staff to value quality, their 
customers and the need to get it ri ght firs t time. Ullah (199 1) argues that most of thi s 
w ill simply be a waste of time. Genera l att itudes li ke those mentioned are only weakl y 
and distantly re lated to behaviour. U llah says that: 
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"to shape attitudes that result in quality conscious behaviour, we must therefore focus 
on attitudes towards specific job-related behaviours, rather than general attitudes 
about the need for quality and the importance of customer satisfaction. This entails 
individual communication to the actual tasks people perform, rather than the mass 
communication of a philosophy." 
Thus when attempting to use customer-supplier models to describe the activities of a 
group it is important to understand group culture, which is made up of the behaviour, 
actions and attitudes of its members. Many definitions of organisational culture settle 
for the notion that culture is a set of shared meanings that make it possible for members 
of a group to interpret and act upon their environment. Schein (1987) argues that we 
must go beyond this definition since even if we knew an organisation well enough to 
live in it, we would not necessarily know how its culture arose, how it came about or 
how it could be changed if organisational survival were at stake. Schein contends that 
we must understand the dynamic evolutionary forces that govern how culture evolves 
and changes. Thus he describes organisational culture as: 
" ...... the pattern of basic assumptions that a given group have invented, discovered, 
or developed in learning to cope with its problems of external adaptation and internal 
integration, and that have worked well enough to be considered valid, and therefore, 
to be taught to new members as the correct way to perceive, think and feel in relation 
to those problems." 
Problems of external adaptation are those that ultimately determine the group's survival 
in the environment. However a group or organisation cannot survive if it cannot 
manage itself as a group. External survival and internal integration are therefore 
inextricably linked. Even though one can distinguish between the external and internal 
problems, in practice both systems are highly interrelated and interdependent. Using 
Schein 's definition of organisational culture, customer-supplier modelling is defined. 
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4.6 Customer-Supplier Modelling 
Even in the most simple of transactions, there is very rarely only one supplier and 
customer involved. When examining more complex clinical practice there tend to be 
many different customers and suppliers in order to satisfy one operation . This results in 
the formation of a customer-supplier model, which is in effect a series of single 
customer-supplier relationships linked together. This modelling technique can be used 
to describe the activities of an individual, process, speciality, directorate or unit. To 
detail the operational and clinical activities of one of these categories it must include all 
the different provider groups involved in delivering that specific service. Thus, this 
technique has the potential for providing the framework for bringing the different 
provider groups together and also providing a degree of coherency for audit and quality 
improvement activities. 
4.6.1 Stages in the modelling process 
It would seem logical, therefore, in modelling customer-supplier relationships to divide 
external and internal systems into two quite separate parts which directly relate to 
Schein's description of organisational culture. These are 'external adaptation modelling' 
and 'internal integration modelling', where 
• External adaptation modelling is concerned with how services, products 
and people interface with the group and 
• Internal integration modelling is concerned with what actually happens 
within the group 
To design and construct these models in the first place requires total involvement of the 
group in question, since it is only these people who can identify what services they 
supply and consume and with whom they interact. 
4.6.2 External adaptation modelling 
It would seem more logical to start with external adaptation modelling, so that the group 
can jointly define how they work and adapt with other people and organisations. This 
involves pin-pointing the external bodies which have an influence over and active 
involvement in the way a particular group of service providers operate and deliver 
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health care. These external bod ies may be suppl iers, customers or both. The different 
stages in the external adaptation modelling process are listed in Table 4.5. 
Table 4.5: Stages of External Adaptation Modelling 
EXTERNAL ADAPTATION MODELLING: 
STAGES DESCRIPTION COMMENTS 
Stage 1 
Stage 2 
Stage 3 
Stage 4 
Stage 5 
Stage 6 
Stage 7 
Stage 8 
Stage 9 
Identify the boundaries of the group. 
Involve everyone in the group in the 
modelling process. 
List all people, departments and outside 
organisations which interact with the 
group. 
Define the service or product being 
supplied or used by these external 
bodies. 
Define them as customers and/or 
suppliers. 
Identify the link person within the 
group who initiated the request for the 
service. 
Construct external adaptation model. 
Identify priority links. 
Review and refine model. 
Stage 1: identify the boundaries of the group 
Clinical directorate, ward, 
department, ete. 
Ensure that at least one 
member from each discipline 
is present. 
Includes individuals or other 
groups within the organisation 
and external to the 
organisation. 
Simple definition of what is 
being supplied or consumed. 
Definition based on whether 
they are providing or 
consuming services. 
Person/sub-group responsible 
for ensuring that request or 
receipt of service. 
Unrefined model. 
Group decides who are key 
external suppliers and 
customers. 
Second version model 
produced which is reviewed 
on continual basis. 
At the start of the modelling process it is vital that the group members are clearly 
defined and identify themselves as a working group. Unless consensus is reached it is 
impossible to proceed with the modelling process. It is also important to decide on the 
size of the group. For example, there will be sub-groups within the main group. The 
size of the group and its composition will very much depend on the overall objectives 
of the modelling process. 
m () TJ(>r - uppli<>r Mod('lIinq 
Stage 2: involve everyone in the group in the modelling process 
This is important to ensure that all dimensions of the group's work are taken into 
consideration. Obviously, practical realities of work will not always allow every 
member of the group to be present, but at least one member of each discipline or 
service should be represented. 
Stage 3: list all people, departments and outside organisations which interact with the 
group 
In order to understand how the group as a whole adapts externally to other people, 
departments or organisations, external to the group, it is necessary to list each of these 
different bodies. 
Stage 4: define the service or product being supplied or used 
Stage 4 of this process involves defining services or products supplied or used by the 
different external bod ies I isted at stage 3. 
Stage 5: define them as customers and/or suppliers 
In some cases the external bodies will be both supplying and consuming services, 
whereas in other cases it will be one or the other. It is important to match the exact 
services and/or products in relation to whether they are customer or supplier to the 
group. 
Stage 6: identify the link person within the group who initiated the request for or 
provision of the service 
In order to create some level of accountability it is extremely important to specify the 
link person from within the group who is responsible for initiating the provision of, or 
request for the services/products listed. 
Stage 7: construct external adaptation model 
At stage 7, the first draft external adaptation model can be constructed, which should 
provide a map of all the different customers and suppliers who have some type of 
regular interaction with the group. 
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Stage 8: identify priority links 
If there is a considerable number of bodies which interact with the group it may be 
advisable to prioritise the key links which account for the majority of service/product 
provision and consumption. 
Stage 9: review and refine model 
Review and refining of the model is necessary, as new services are providedlconsumed, 
new members join the group and quality actions alter working relations and key 
processes . 
The end product is a formal depiction of all the suppliers and customers, showing the 
services or products provided and their link into the group. 
4.6.3 Internal integration modelling 
The second part of the modelling process involves defining quite explicitly how the 
group work and integrate together. This is describing how they act as suppliers and 
customers to one another and is, in essence, describing the internal functioning of the 
group. It follows a sequential set of stages similar to external adaptation modelling. The 
stages are illustrated in Table 4.6. 
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Table 4.6: Stages of Internal Integration Modelling 
INTERNAL INTEGRATION MODELLING 
STAGES DESCRIPTION COMMENTS 
Stage 1 Identify the boundaries of the Clinical directorate, ward, ete. 
Stage 2 
Stage 3 
Stage 4 
Stage 5 
Stage 6 
Stage 7 
Stage 8 
Stage 9 
Stage 10 
Stage 11 
group. 
Involve everyone in this group in 
the modell i ng process. 
List all people who you interact 
with within the group. 
Define the service or product being 
supplied or used by this person. 
Define them as customers and/or 
suppliers. 
Identify the link person who 
initiated the request for the service. 
Construct internal integration 
model. 
Cross-tabulate to check for 
anomalies. 
Draw up list of the key interaction 
types. 
Define each link (interaction type). 
Perform final review of model. 
Ensure that at least one member 
from each discipline is present. 
Includes all individuals within the 
group. 
Simple definition of what is being 
supplied or consumed. 
Definition based on whether they 
are providing or consuming services. 
Person/sub-group responsible for 
ensuring request or receipt of 
service. 
Unrefined model. 
There are likely to be 
inconsistencies between what 
suppliers believe they are supplying 
and customers believe they are 
requesting. 
Obtain group consensus on the key 
interaction types. 
Each link must be typed, based on 
consensus list of interaction types. 
Second version model produced 
which is reviewed on continual 
basis. 
The end product is a formal depiction of the internal functioning of the group. This will 
consist of several models to represent the various professional and support staff within 
the group. 
4.6.4 Macro level modelling 
At a macro level the basis is to provide simple models/maps which show all the different 
external departments and bodies which interact with the group as well as producing 
models/maps of how individuals work internally with one another. The key difference 
between a customer-supplier map and a model is that the map will simply define the 
customer-supplier relationship without specifying the interaction type, whereas the 
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customer-supplier model will specify all interaction types involved in each customer-
suppl ier relationsh i p. 
Thus when attempting to systematically improve quality customer-supplier models can 
be used as a tool to understand the system as a whole, avoiding the danger that any 
one quality initiative will be at the expense of an unrecognised loss of quality 
elsewhere. Therefore at a macro level the aim is to focus on key processes and produce 
maps as the basis for then identifying areas for quality improvement. This is important, 
because often when things go wrong it happens not within a single functional area but 
rather at the boundaries or interfaces among functions. It becomes very easy to blame 
other people and departments, because of the difficulty of seeing the process of work as 
a whole; the way the patient experiences it. 
4.6.5 Micro level modelling 
However, this modelling technique can also be used at a micro level by picking out a 
specific link and expanding it, or by picking out a specific procedure and identifying all 
the customer and suppliers in the process being defined. It is useful to refer to the 
macro level model when developing a micro level model. 
Figure 4.8 gives a simple example of a customer-supplier micro model. The model 
shows the different customers and suppliers involved when ordering a specific test (eg a 
mid-stream urine test) and its results. The focus of this model is the diabetes day centre 
which is the main provider of care for the patient. The patient is described as an 
external customer, since he/she is the ultimate beneficiary of care. Microbiology is 
labelled as an external department, because it is not an integral part of the day centre 
(which is the defined group). The customer-supplier relationships, numbered from one 
to six, show the various stages of delivering this service. 
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Figure 4.8 Micro Level Model of a Procedure 
CUSTOMER - SUPPLIER RELATIONSHIPS 
Example: request for Mid-Stream Urine test 
(1) patient requests professional help 
(2) doctor requests msu 
(3) nurse takes urine sample 
(4) nurse requests sample to be tested 
(5a) clerk requests results 
(5b) doctor requests bulletin board results 
(6) doctor requests results in notes 
--r~-~ 
(1 ) 
PATIENT 
DOCTOR e (2) S NURSE 
r (6) (5b) 
CLINIC CLERK 
C S 
Denotes customer -
supplier relationship MICROBIOLOGY 
EXTERNAL 
CUSTOMER 
DIABETES 
DAY CENTRE 
MICROBIOLOGY 
(EXTERNAL 
DEPARTMENT) 
It requires only one break-down in one of the customer-supplier links to have to repeat 
the whole procedure. 
4.6.6 Interaction types 
Once the simple maps have been produced there is a need to formally define the 
interaction types between the different members of staff and the different units to give 
more significance to the models (stages 9 and 10 of internal integration modelling). 
These interaction types can also be weighted to highlight which are the priority links 
(stage 8, external adaptation modelling). However it is also important that the models 
are not overcomplicated or else they will not be used as a QA tool by the staff with 
heavy work commitments. There is the additional danger in prioritising links because 
this may result in devaluing the importance of some of the group members' job 
functions. 
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Obviously these interaction types will vary enormously depending on the type of 
organisation or department. For health services we can broadly categorise these 
interaction types into: 
• Clinic management of patients (by any of the professional groups) 
• Technical support services (all laboratory and diagnostic services) 
• Operational support (secretarial, computer, administrative, hotel services 
etc.) 
• Information services (communication, education and advice to internal and 
external customers) 
• General management (strategic planning, budgeting and deployment of 
resources) 
These broad interaction types allow for describing the technical, management and 
information requirements of providing health services. 
4.6.7 Potential benefits of customer-supplier modelling 
The real aim of customer-supplier modelling is to allow staff to understand work as a 
process. As Berwick (1992a) rightly says the key questions become: 
"What are the key processes?. ... and~ how exactly do we carry out these processes?" 
This is very important because when things go wrong it is usually not the fault of the 
individual, but rather a fault of the system. 
It is proposed that customer-supplier modelling can be used as the basis for this systems 
thinking. The modelling technique can be used at a macro level to describe 
activities/processes at individual, speciality, directorate or unit level. It can be used at a 
micro level to explore in depth particular weak links or specific procedures. Whatever 
level this modelling is used at it will still be divided between internal integration and 
external adaptation modelling. 
The benefit of this approach is that it has the potential to: 
• Provide an holistic, interdisciplinary, systems approach 
• Provide a framework for interdisciplinary quality improvement activities 
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• Improve understanding of group culture 
• Identify current work practice 
• Help prioritise quality problems 
• Highlight quality and organisational problems 
• Pinpoint weak relationships 
• Acknowledge different levels of care and outside organisations 
• Identify the critical links between different levels of care 
• Recognise the contributions to care given by all professional and support 
staff 
• Include both the clinical and non-clinical aspects of the health care system 
An important practical issue for the modelling process is that sufficient time is allocated 
to the modelling process to ensure accurate models are produced. It is vital that all staff 
are involved in this process or else the models will not be fully representative and it is 
equally important that these models are updated on a regular basis, especially when 
quality actions alter working relationships and key processes. 
4.7 Implementation Strategies 
"Within the health service itself there is a great need to bring together quality 
systems. At present the gap between professional activity and quality promotion and 
management remains wide. And managers complain that many theoretical 
approaches to quality are downright impossible to turn into practical initiatives at 
local level" (Davies, 1992). 
There has been a lot of rhetoric about different methodologies and theoretical 
frameworks for assuring quality of health services and much less information about how 
to apply theoretical frameworks into working implementation strategies. Many health 
care organisations have shied away from implementing organisation-wide TQM 
programmes on a par with those carried out in industry. The reasons are numerous, but 
are mainly due to competing priorities, initial resource requirements and the 
commitment involved in establishing such a programme. 
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However the TQM philosophy can be equally applicable to a whole organisation as it is 
to a group within an organisation. Taking study areas where there is already interest 
will make implementation easier and choosing areas where it is likely to have an 
immediate impact will help to demonstrate success early on. Successful trials can then 
be extended to other areas of the hospital and hence reduce the risk of things going 
wrong. In light of the establishment of clinical directorates they would seem a very 
appropriate organisational structure through which to pilot such an approach. Thus by 
proving success in a smaller area it is likely to win more managers over to committing 
resources and increase ownership for quality. 
4.7.1 Clinical directorate approach 
Health care is basically inter-professional in that the patient is dependent on a health 
care package delivered by a range of profeSSionals, yet QA is most frequently carried 
out by mono-professional groups. There is an obvious need for techniques and 
measures designed for inter-professional activities and for quality management systems 
which encourage their development and use. It would also be sensible to foster 
techniques which facilitate dialogue between professionals and other groups such as 
managers, support workers and indeed consumers. Health service organisation is itself 
relatively compartmentalised and there is a danger that current quality systems will 
consolidate divisions rather than break them down. 
A very effective organisational structure through which to drive QA is the clinical 
directorate. As Williamson (1991) states: 
/la clinical directorate implies speciality management by a doctor, nurse and manager. 
It manages the entirety of the service and holds its own budgets. It is responsible for 
saying what will be done and how, and for monitoring the effectiveness of its 
decisions. It is in effect, the management entity at the sharp end of patient care since 
it has to grapple with pricing, input and quality issues all in one, all at the bedside." 
Driving QA through clinical directorates should ensure an interdisciplinary approach, 
from a group bound together with common purpose. The impact on health services 
should be seen early on since clinical directorates are the front end of health care 
delivery. 
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4.7.2 Stages of a QA implementation strategy 
Thus in this research programme QA will be driven through the clinical directorate. 
The framework and implementation strategy for establishing such a programme will 
include four developmental stages. 
1. Assessment of current situation: 
Before implementing any quality improvement strategy it is vital to understand the 
organ isation, size and culture of the study area to inform the development of the 
other programme phases. Especially important is a review of quality related 
initiatives already in place. A thorough review and analysis of the current 
management and information system will be necessary in order to ascertain whether 
data from the routine information system can be used to assess qual ity and to look at 
the extent and effectiveness of current monitoring and supervision activities. Where 
there is evidence of QA activities already underway, these will be integrated into the 
QA programme. 
2. Sensitisation towards quality: 
Successful quality programmes pay as much attention to changing human relations 
as to introducing new systems. There needs to be as much emphasis on 
understanding and changing people's attitude towards their work as on training 
them to use specific tools and methods. This phase will aim to provide personnel 
with the necessary understanding and knowledge about QA to integrate a quality 
philosophy into their work practice. In this phase quality action teams will be 
formed and the teams will be trained in concepts of quality improvement and the 
TQM philosophy. 
3. Development of customer-supplier models: 
The modelling phase will be important in helping groups understand how they 
externally adapt to other individuals, groups and organisations and how they 
internally integrate their own work. The customer-supplier models will also provide 
staff not only with a better understanding of how their activities integrate with the 
whole hospital but also provide a tool for stage 4 - quality action . 
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4. Quality action: 
On completion of the customer-supplier models the quali ty acti on teams w ill use 
these models fo r identi fy ing and understanding quali ty problems and use the QA 
cycle to drive the whole quality improvement process. 
Figure 4.9 illustrates the di ffe rent stages. 
Figure 4.9: Stages of the QA Implementation Strategy 
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4.8 Summary 
This chapter has has suggested that quality assurance is not only a technical issue, but 
one that also includes political and cultural factors which cannot be ignored. A QA 
approach appropriate to a health care setting has been proposed based on the TQM 
philosophy and using Parasuraman's service quality model. Customer-supplier 
modelling, a novel technique, has been developed as a QA tool for encouraging inter-
professionalism, addressing the different levels of care and the critical links between 
them. It has been argued that the clinical directorate provides a very effective 
organisational mechanism through which to drive QA. A framework for QA 
implementation has been proposed which commenced with a systems analysis in order 
to review the current organisational structure of clinical directorates . Considerable 
importance is placed on understanding the cultural and organisational context and 
sensitising staff towards quality. Unless the programme is introduced in a way which is 
consistent with staff values it will almost undoubtedly fail. Customer-supplier modelling 
is proposed at both macro and micro level to understand the complexities and 
interrelations of health services delivery. On completion of the models these and the 
QA cycle can then be used to guide clinical directorates in quality improvement. 
All in all, if hospitals wish to rise to the challenge of continuous quality improvement 
and have it functioning at all levels, QA should be driven through clinical directorates, 
the front end of health care del ivery. Di rectorate staff wi 11 need to be given adequate 
expertise and support to assume responsibility for managing and improving the quality 
of their health services. The next chapter will focus on St Thomas' Hospital, the site for 
testing out this hypothesis. 
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Chapter Five 
St Thomas' Hospital 
"If London is to retain its position as a world 
city, Londoners must have access to high-
quality modern health services. At the same 
time, health care in the capital must develop 
in a way that reflects and complements the 
development of the health service, medical 
education and research in the country as a 
whole ........... above all, health services must 
be linked to the London communities which 
they serve". 
King's Fund, 1992 
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5.0 Introduction 
In Chapter 4 a framework and implementation strategy for QA in a health setting was 
proposed based on the TQM philosophy and using customer-supplier modelling, a 
novel methodology specifically designed for this research study. It was suggested that 
in order for QA to be fully accepted and institutionalised it needs to be driven through 
clinical directorates, but with firm support from senior management. 
Following on from this proposal the present chapter focuses on St Thomas' Hospital, the 
site for testing out this hypothesis. Its organisational structure is described and its 
readiness to take quality assurance approaches on board in the light of the reforms and 
their particular relevance to London hospitals is discussed. A customer-supplier map 
and model at hospital level are developed and an analysis is undertaken of the 
importance of the hospital's different external customers and suppliers. Finally the 
hospital's policy on quality is reviewed and its implications for the pilot study are 
considered. 
5.1 Organisational Structure and Background to St Thomas' 
Hospital 
The research described in this thesis was carried out between October 1990 -
September 1993, a particularly turbulent time for St Thomas' Hospital. During this 
period the Hospital experienced three major restructurings of management, changing 
from a directly managed unit, to becoming a Trust Hospital (1992) and later merging 
with Guy's Hospital (l993), although situated on two sites. The newly merged Guy's 
and St Thomas' Trust set its aims as being to: 
• 
• 
• 
Provide comprehensive, local acute services to the population of South 
London 
Be the major specialist referral centre in South London 
Be a centre of teaching and research of national and international standing 
In 1993 Guy's and St Thomas' Trust had contracts with more than 65 health authorities, 
making it the largest NHS Trust with an annual income of some 220 million pounds 
(Guy's and St Thomas' Trust, 1993). During the data collection period of this research 
study, the predominant organisational structure was as a directly managed unit and as a 
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single Trust hospital. An organigram of the management structure is illustrated in Figure 
5.1 and it is within this context that the research hypothesis was tested. 
St Thomas' Hospita l was organised into clinical directorates, with a clinical director and 
business manager responsible for each directorate. The Executive Management Team 
(EMT) was headed by the chief executive of the hospital and his team consisted of six 
group clinical directors, an executive nurse and director of quality, a director of business 
support, a director of finance, a director of human resources and an assistant chief 
executive. It is interesting to note that half of the EMT members were practising 
clinicians. Whilst the EMT was responsible for policy decisions for the hospital, most of 
the day to day management was devolved to the clinical directorates. Directorates had 
a budget to run their services which was linked to work-load agreements negotiated 
with the central hospital management and purchasers of health care. Typical of most 
NHS Trusts the Executive Nurse was also the Director of Quality. 
5.2 Significance of NHS Reforms to the Management and 
Organisation of Hospitals 
It is important to discuss and describe in some detail the changing climate of the NHS 
during the period of this research, all of which directly impacted on the organisation of 
management and services delivered at St Thomas' Hospital. Working for Patients (DoH, 
1989a) introduced wide-ranging proposals setting out the most radical changes in the 
NHS si nce its creation, although it was not until April 1991 that the implementation of 
the reforms began. Table 5.1 li sts the seven major recommendations of Working for 
Patients. 
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Figure 5.1: Organisational Structure of St Thomas' Hospital, September 1991 (prior to Guy's and St Thomas' merger) 
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Tables 5.1: The 1989 Reforms 
(Source: Grant and Collini, 1996) 
The 1989 Reforms: Working for Patients 
Recommendation Objective 
1. The introduction of an 'internal 
market' through the separation of 
providing services from purchasing. 
2. The establishment of stand-alone 
Trusts to manage the provision of 
hospital and community services. 
Trusts directly accountable to central 
government. 
3. The voluntary creation of 'fund-
holding' GPs to enable them to buy 
hospital services directly - mainly out-
patient services, elective operations 
and diagnostic procedures. 
4. The use of non-legal 'contracts' for 
payment for services between 
purchasers and providers for defined 
workloads. GPs to be consulted on 
where District Health Authorities 
should place big contracts. 
5. The change to a capitation (weighted 
population) basis for purchasing 
services for a given population in 
place of direct funding of services 
provided on an historical basis. 
6. The introduction of capital charges for 
buildings/equipment. 
7. The promotion of medical audit and 
job plans for consultants. 
To reward efficient and popular providers; 
to create competition to improve standards 
of service. 
To delegate responsibility for dec isions 
about services to as near the patient as 
possible. To remove from service 
providers the need to consult higher 
levels, particularly in the management of 
finance and staff conditions. 
To improve standards in hospitals through 
competition for GP budgets; to make GPs 
more influential in decisions about 
hospital care. 
To establish clarity about the volume and 
standards of service to be provided; to 
improve quality of services and to enable 
purchasers to make clear choices between 
providers. 
To promote resource equity between 
different parts of the country; to encourage 
services to be tailored to meet local needs 
rather than vested medical interests. 
To encourage efficient use of land and 
other capital assets. 
To increase the accountability of hospital 
doctors, including their clinical 
performance. 
Taken as a whole the reforms were intended to shift the NHS from a passive 
bureaucracy still largely driven by historical budgeting to a responsive organisation 
where money was channelled towards meeting patients' needs. 
The roles of health authorities, GP fundholders and Trusts were changing rapidly with a 
power shift moving away from the hospitals and towards the purchasers of health 
services. Table 5.2 outlines the new roles of health authorities, GP fundho lders and 
trusts. 
5.2.1 Reforms and QA 
Initi atin g a form al quality improvement programme in a large inner city teaching 
hospital such as St Thomas' was fraught with diffi culti es due to the unique and changing 
character of the clini ca l and manage rial environment. Some of these charact ri sti cs 
included: 
• Reducti on of available fundin g 
• Amalgamation of London Hospitals (Tomlinson, 1992) 
• Formation of Hospital Trusts 
• Newly introduced processes to cost and contract hea lth servi ces (DoH, 
1990) 
• The Community Care Act (DoH, 1989b) 
• National Hea lth Servi ce Management Executive (NHSME) performance 
monitoring 
• The Patient's Charter (DoH, 1991). 
Some of the many competing prioriti es hospitals were faced with are illustrated in 
Fi gure 5.2. 
Figure 5.2: Competing Priorities 
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Changing priorities in the NHS funding environment and the drive for greater use of 
economic and effectiveness indicators had created intense pressure for hospitals to 
prove that they were monitoring the performance of both administrative and clinical 
services. In response Trusts had no option but to develop internal systems for auditing 
and measuring performance. Managers were being confronted with strategic issues 
such as obtaining contracts from purchasers; providing financial and clinical information 
on costs and performance; changing the quantity of services provided as well as 
methods of service delivery. This new political and economic environment meant that 
providers had to take on new and expanded roles in the provision of health servi ces. 
New posts were being created, such as contracting managers, business managers, 
clinical directors and medical audit and quality assurance facilitators. A threat hung 
over managers' heads, that those who did not develop expanded roles to meet these 
strategic issues would not survive (Doyle and Kavet, 1994). 
As Dixon and Darlington (1992) comment, responsibilities and accountability for quality 
were unclear with various professional groups laying claim only to what they perceived 
as their part of the quality pie, leaving the whole pie unowned or disowned. Since 
these reforms, senior staff have been striving towards developing more rigorous clinical 
and service information to substantiate claims of quality and efficient hospital 
performance and, to satisfy patients, consumer groups and purchasers. However, with 
the government's consistent decision to facilitate but not to dictate the direction of 
quality improvement programmes within the NHS, this has resulted in diverse and 
sometimes inconsistent approaches to the monitoring, measurement and assessment of 
quality. 
5.2.2 The emergent health market and the importance of customer-supplier 
relationships 
In April 1991 the implementation of the Working for Patients reforms began and at the 
same time the Patient's Charter was issued. The government belief was that by 
changing to this new funding system, purchasers of health care, district health 
authorities and general practitioner fundholders would have more control over the 
providers in specifying the type of quality service required and in ensuring that 
providers were responsive to local population needs. This in effect was making 
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hospitals far more accountable, not only for the health care they provided, but for the 
way they organised themselves and managed their resources. 
By this split providers were freed to concentrate on what they did well and 
competitively and to develop their expertise, resulting in being rewarded rather than 
penalised for efficiency and attracting more clients. The 'markets' ideology was that 
where clients were able to, and wished to travel, they could get a better service which 
was also less expensive for purchasers. Conversely where accessibility and proximity 
were more important, public purchasing authorities could influence local providers to 
provide a range of services rather than to specialise in some specific 'markets'. Quality 
in contracting was developed at the local level through all the different provider-
purchaser transactions taking place. This has resulted in no assurance of uniformity in 
specifications or monitoring throughout the NHS; thus, the quality of care experienced 
by the whole population may continue to vary considerably depending on geographic 
location. Dixon and Darlington (1992) comment: 
"Contracting as a quality control mechanism will only be as good as the quality 
specifications and quality monitoring mechanisms agreed within contracts and 
incentives or disincentives to comply with contract terms." 
With the creation of the 'health market' a deeper understanding of customer-supplier 
relationships was essential. However as was pointed out in Chapter 2, unlike most 
commercial services, hospitals do not have a single customer but a number of different 
customers whose values and expectations have to be understood. 
Hospitals could no longer dominate health services, but had to listen to and address the 
needs and expectations of its different customers, who could now exert influence over 
the way hospitals delivered services. They had to understand on what basis purchasers 
made their purchasing decisions. Explicit criteria included: 
• 
• 
• 
• 
• 
ChaplN ;: 
GP referral patterns 
Comparative cost 
Quality 
Community Health Council (CHC) views 
Population views 
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In order to understand the significance of the health reforms, a customer-supplier map 
(influence diagram) was constructed with St Thomas' as the focal point, showing the 
various different external organisations and bodies connected to the hospital who 
exerted different levels of influence and power over the hospital. 
To construct this customer-supplier map a series of interviews was conducted with local 
health care organisations and practitioners, including: 
• District Health Authorities 
• Public Health Specialists 
• GP Fundholders 
• GPs 
• Family Health Service Authorities 
• Community Health Councils 
In each interview the interviewee was questioned on their: 
• Role in the reformed NHS 
• Priorities for next 5 years 
• Perceived influence over other health sector organisations 
Figure 5.3 highlights the different external players, individually and as sub-groups, 
illustrating how they interacted with one another and with the hospital. This process 
helped to pinpoint the new emergent key players. This process was particularly 
relevant at the time for St Thomas' Hospitals, since it was vital that hospital managers 
had an understanding of who their customers were, to look at the range and understand 
their differing needs and expectations, and thereby cater for those expressed and 
implicit requirements when developing a service quality strategy. 
Figure 5.3: Customer·Supplier Map 
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As a result of the interviews and constructi on of the customer-supplier map, it was 
shown that there were countless bodies which all exerted different types of influence 
over one another and over the Hospital. However what became most apparent was that 
much of the power of hospitals has now been devolved to district health authorities and 
general practitioner fundholders, both acting as proxy customers for the patient. Their 
influence was considerable since between these two bodies they possessed ultimate 
referral power as to where individuals and populations could receive health services. 
Previously the demand for resources was expressed by the professionals (particularly the 
doctors) working in the service, according to the needs for clinical care. These demands 
had been met by a DoH allocation of new resources on a year by year basis. The 
unwritten philosophy was that the health profeSSionals would determine the allocation 
of resources, accepting the need for careful husbandry, whilst the government would 
endeavou r to meet all reasonable demands. This led to severe conflict between health 
professionals and government as demand for resources grew (Chantler, 1990). 
Thus a more detailed customer-supplier model can be produced of the new emergent 
key players, shown in Figure 5.4. 
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Figure 5.4: Emergent Key Players 
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5.3 Organisational Readiness to Take on QA at St Thomas' 
Hospital 
As discussed in the previous chapter, developing a successful TQM programme is 
dependent on an understanding of current management and clinical practices, whereby 
quality is seen as integral to the philosophy (system of beliefs and values), procedures 
(established methods) and policy (plan of action) of the hospital. To sustain a QA 
system not only must it be robust but also flexible, running through the centre of the 
organisation and being able to withstand organisational restructuring as well as changes 
in medical care. 
When this research commenced in 1990 a series of individual interviews was carried 
out with senior hospital personnel to gauge the organisation's readiness to take on 
formal QA approaches and to ascertain their level of commitment to quality. 
Managers seemed particularly frustrated by the flimsy, unco-ordinated framework within 
which they worked, where decision making processes were unclear and direction 
unspecified. They complained of having to take on more work than they could cope 
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with and finding it difficult to prioritise problems due to lack of information. 
Consequently they were generally 'fighting the fires' instead of preventing them. This 
plainly illustrated the need for clearer policies and strategic objectives for the hospital 
and was poignantly referred to in St Thomas' Consultation Trust Document which 
remarked: 
" ... quality can be lost in the welter of competing priorities and demands, despite the 
fact that the hospital's leading purpose is to provide medical help and care from all 
staff, to those who need its services" (St Thomas', 1990). 
From this series of interviews, many perceived structural, process and behavioural 
problems emerged. 
Structural problems included: 
• Lack of management systems with defined roles and responsibilities 
• Lines of demarcation by profession - thin line between management and 
professional responsibility 
• 
• 
• 
Poor resource management systems 
Weak communication channels 
Few review/evaluation mechanisms in place 
Process problems: 
• Ineffective strategic planning 
• Weaknesses in team working between clinical and non-clinical professions 
• Lack of vision - managers mainly fire-fighting 
Behavioural problems: 
• 
• 
• 
• 
• 
Low staff morale - feeling undervalued 
Staff complacency - living on old history 
Lethargy and resistance to change 
Poor hospital self image 
Senior managers out of touch with front end of health care delivery 
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Many of these problems were tackled head on during the restructuring of management 
and clinical services. However, at this stage, senior managers felt it was inappropriate 
to take on an organisational-wide approach to TQM, but to work with and through the 
clinical directorate or pre-determined groups of people with the Executive Nurse and 
Quality Director responsible for constructing a quality framework and driving the 
quality process. 
5.3.1 St Thomas' Hospital policy on quality 
"Staff either did not believe in or did not understand why they were making all these 
other changes. People were concerned about the future of the service and their own 
futures. They needed to be convinced that the quality programme would help get 
them and the service where it needed to be. And was that not the real issue - that we 
really did not have a clear idea of where we were going - a strategy" (0vretveit, 
1992). 
In 1991 a Framework for Quality (St Thomas' Hospital, 1991) was presented to the 
Executive Management Team. This was the first attempt at a concerted hospital-wide 
approach to quality improvement. This came about because the hospital was now 
accountable to the South East London Commissioning Agency (SELCA) for explicit 
quality objectives set out in their contract. These included: 
• Medical and clinical audit 
• Routine information for patients/clients and relatives/friends 
• Complaints procedure 
• Patient satisfaction 
• Waiting times in outpatient departments 
• Cancelled outpatient clinics 
• GP referrals 
• Case-note availability 
• Infection control 
• 
Waiting li sts/times for admissions 
• Cancelled admiss ions 
• Policies and procedures 
Hl2 
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The hospital had to provide quarterly monitoring reports to SELCA, reporting on the 
quality targets and monitoring methods being used. SELCA also had the right to make 
random visits and inspections to the hospital. 
The hospital framework for quality quite clearly stated that although it was not ready to 
take on board a TQM approach, it would support a pilot study in selected areas of the 
hospital. The key components which the quality strategy proposed for both directorate 
level and on a hospital-wide basis included: 
• 
• 
• 
• 
• 
• 
• 
Leadership and good management practice 
Information 
Strategic planning 
Human resource utilisation 
Services 
Outcomes 
Customer satisfaction 
The role of the Quality Directorate was to provide leadership and co-ordination, 
ensuring that each clinical directorate took a consistent approach in line with the 
hospital's strategy for quality. A quality assurance monitoring group was formed, 
mainly responsible for monitoring the hospital's contractual commitments to quality, 
negotiated with SELCA. Additionally a separate medical audit committee was formed 
purely with the objective of facilitating clinical directorates in establishing medical audit 
programmes which would then be extended to clinical audit programmes. 
This separation of medical audit from quality assurance, each with independent offices 
and separate staff existed in many hospitals. In this way audit was perceived as 
something belonging to the doctors; and the quality office as belonging to the nurses or 
managers. The general perception was that medical audit was concerned with patient 
care and quality assurance with such things as environment, waiting times, laundry, 
catering, staff courtesy ete. This was particularly confusing for staff and the lack of 
formal co-ordination and integration among these activities became increasingly 
frustrating. Some aspects of both offices overlapped, resulting in duplication of effort. 
Other aspects were conveniently ignored, whatever their importance to patients, 
------------------------------------'--------
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because neither doctors, managers nor nurses wanted to face resolving given problems 
in the organisation. 
Quality improvement activities progressed in this way. A bi-monthly audit afternoon 
was made mandatory for all clinical directorates. Some directorates supported medical 
audit (exclusively for doctors) and others clinical audit. The SELCA quality objectives 
became more of a central management issue, with the audit and quality offices 
supporting clinical directorates when requested and collecting this information. This 
was probably typical of most hospitals during the early years of contracting and it was 
within this context that this research into the applicability of TQM in a hospital setting 
was investigated. 
5.4 Summary 
In this chapter the significance of the NHS reforms with respect to London hospitals was 
discussed, highlighting the intense pressure and changes with which these hospitals had 
to cope. With the emergence of the 'health market' resulting in power shifts between 
the different key actors, the importance of customer-supplier relationships was 
demonstrated. The structure and general background of St Thomas' Hospital was 
described including the organisational readiness of the institution to take on QA 
activities and senior management commitment to a system-wide QA approach. In the 
light of this analysis, Chapter 6 goes on to discuss in detail the various stages involved in 
establishing QA systems in a Clinical Directorate. 
Chapter Six 
The Clinical Directorate Approach: A Pilot 
Study in Using Customer-Supplier 
Modelling as a Framework for Quality 
Improvement 
"When management commitment is meagre, 
and investment resources even less, it is 
important not to launch an organisation wide 
quality strategy with fanfare. One approach 
is to concentrate resources on a pilot quality 
programme within one service delivery unit. 
The aim being to show what can be done, to 
build up experience, and to convert 'sceptical 
natives'into 'ambassadors' for the approach" 
0vretveit, 1992 
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6.0 Introduction 
In Chapter 5 the structure and organisational readiness for tak ing on a systems-wide QA 
approach were discussed in relation to St Thomas' Hospital. It was concluded that 
TQM should be launched in selected pilot-sites and that the most appropriate and 
feasible organisational structure through which to drive it would be the clinical 
directorate. 
This chapter details the experience with implementing the QA implementation strategy 
described in Chapter 4. The first section discusses the criteria for selecting appropriate 
pilot sites. It then focuses on the development of customer-supplier models in a clinical 
directorate, starting with a situation analysis of the directorate and ending with how 
customer-supplier models were used as an aid to drive the whole quality improvement 
process. Case studies are given of how the customer-supplier modelling process was 
used to identify internal quality problems at a macro level and also to highlight a 
particularly weak link with the local black community at micro level. Details of how 
these quality problems were tackled are described. The importance of team working 
and the role of the quality facilitator are discussed in relation to the construction and use 
of these models. Chapter 6 concludes by reviewing what was achieved over the study 
period and highlights lessons learnt. 
6.1 Rationale for Selection of Pilot Sites 
As it was argued in Chapters 4 and 5, the cl i n ical di rectorate provides a very appropriate 
organisational structure for QA activities, especially when senior management 
commitment towards quality is hesitant, as was the case at St Thomas' Hospital. 
Both an in-patient and an out-patient area participated in the study to reflect the two 
distinct types of health service provision offered by the hospital. In the case of the out-
patient area this was already a pre-selected area for the study. For the in-patient area, 
certain criteria were matched to ensure similarities between the two study groups 
Not only was it important that the pilot sites had a strong group identity, it was vital that 
their vision was broader than the confines of medical audit, in that everyone from the 
group would commit themselves to the programme. Likewi se without the support of 
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the clinical director, it would have been very difficult to have convinced the rest of the 
group to commit to the programme. It was also felt that a doctor from within the group 
should manage the QA programme, to demonstrate to the rest of the group that QA was 
important to all staff; even the doctors! 
Meetings were held with a variety of hospital managers to look at the appropriateness of 
the criteria against a variety of directorates which had expressed willingness and interest 
in participating in the research . The following criteria were used: 
• A well-defined working group (preferably clinical directorate) 
• Group recognition of the need for setting up formalised QA systems 
• Recognition that these systems must be interdisciplinary 
• Recognition that quality improvement methodologies would tackle both 
clinical and non-clinical aspects 
• Willingness to commit time to the programme 
• Full support from the clinical director 
• Agreement to assign a doctor from within the group to manage the QA 
programme with guidance from the researcher 
The Directorate for Diabetes and Endocrinology (preselected group) was particularly 
relevant, since it fulfilled the above mentioned criteria; it consisted of a highly skilled 
multi-disciplinary team and tackled chronic disease management. It can reasonably be 
argued that nowhere is QA more important than in the management of chronic disease, 
where the continued care and follow up of patients as well as linking in with both 
primary and secondary services is vital. Diabetes mellitus affects at least 1-2% of the 
population in Britain and it is conservatively estimated that 4-5% of total health care 
expenditure in the UK is attributed to the management of diabetes and its complications 
(Laing and Williams, 1989). Therefore diabetes constituted an excellent example when 
exploring the worth of novel methods for delivering better health care. 
A second pilot site was matched and selected, in order to represent a typical in-patient 
area. The Obstetrics and Gynaecology ward (Beatrice Ward) therefore also participated 
in the research, so that the applicability of customer-supplier modelling could be 
developed in two quite different domains. 
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6.1.1 Limitations of pilot sites and the research study 
When implementing any programme of organisational change it is always difficult to be 
able to attribute all changes to the one programme. In this study it must be taken into 
consideration that this research was carried out during a period of implementing rad ica l 
health reforms and hospital management restructuring. It is also important to recognise 
that this thesis was only tested in a hospital setting although it is considered equally 
applicable to other primary and secondary health care settings, which will be discussed 
in Chapter 6. Additionally with only 2 pilot-sites involved in the study, this will not 
necessari Iy be representative of the hospital as a whole. 
6.2 Introducing QA into a Clinical Directorate 
The QA implementation strategy proposed in Chapter 4 was used as the guiding model 
for the introduction of QA into the Diabetes and Endocrinology Clinical Directorate, 
(Beatrice Ward is discussed in section 6.9) and followed four main stages: 
1. Assessment of current situation: develop an understanding of exactly how 
the pilot area delivers its service, review of on-going quality related 
initiatives, understand group culture. 
2. Sensitisation towards quality: form quality action team and train in 
concepts of quality improvement and TQM philosophy. 
3. Development of customer-supplier models: model how the group 
externally adapts to other individuals, groups and organisations and how the 
group internally integrates its own work. 
4. Quality action: use of customer-supplier modelling for identifying and 
understanding quality issues and use of the QA cycle to guide 
interdisciplinary quality improvement. 
Eighteen months were spent with the study group to progress through and complete 
these four main stages. 
6.3 STAGE 1: Assessment of Current Situation 
To understand fully the way the Diabetes and Endocrinology Directorate organised 
itself, a systems analysis was carried out by looking at various factors which included: 
( t.)t { 
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Directorate services and staff skill mix 
Physical layout of the Diabetes and Endocrine Day Centre 
Patient flow through the Diabetes and Endocrine Day Centre 
Organisational structure of the clinical directorate 
Directorate information system 
Status of quality improvement related activities 
Group culture 
6.3.1 Directorate services and skill mix 
The Diabetes and Endocrinology Directorate consists of a multi-specialist team of staff 
offering a comprehensive range of medical, nursing, paramedical, administrative and 
clerical services. Approximately 90% of its activity is out-patient based with around 200 
patients attending the various clinics every week in its day centre. 
The following basic packages of care and specialised clinics are provided: 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
(I I) 
Clinician consultation: new, annual and follow-up visits for both insulin 
dependent and non-insulin dependent patients 
Diabetes specialist nurse consultation (patient education and clinical 
management) 
Dietitian consultation (dietary assessment, advice and group education) 
Chiropody services (advice, education and treatment) 
Counselling services (adjusting to impact of chronic disease) 
Eye screen ing services (retinopathy, cataract and glaucoma) 
Laboratory services (HbAI, fructosamine, urine analysis etc.) 
Out-patient nursing services (blood pressure, visual acuity, blood samples 
etc.) 
Children and young persons' clinic (in collaboration with paediatricians) 
MARS clinic for treatment of male impotence 
Combined antenatal and diabetic clinic (in collaboration with 
gynaecologists) 
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Additionally computer, admini strative and secretari al se rvi ces are provided to support 
the various patient care activiti es . The actual staff skill mi x when thi s research was 
conducted is shown in Table 6.1. 
Table 6.1: Staff Skill Mix 
Profession 
Doctors 
Diabetes nurse 
Out-patient nurse 
Diabetes dietitian 
Chiropodist 
Physiologist 
Therapist 
Laboratory Scientific 
Officer 
Clinic clerk 
Secretary 
Computer support staff 
6.3.2 Physical layout 
Specialism 
Speciali st training in diabetes and endocrinology. 
Speciali st training in the education and treatment of 
patients with diabetes. 
Perform a range of investi gations in support of the 
diabetic and endocrine clini cs . 
Specialist experti se in diets whi ch are fundamenta l to 
the treatment of all patients with diabetes. 
Speciali st experti se in the foot ca re of pati ents, as 
serious foot di sease is a major complication of diabetes. 
Specialist expertise in testing for eye di sease and nerve 
disease which are major complication s of diabetes. 
Counsels patients in personal adjustment to chronic 
disease and non-compliance w ith treatment. 
Operates equipment for biochemica l investigati ons in 
the support of diabeti c and endocrine clini cs . 
Manages reception, appointment system, retrieval of 
patient notes and monthly returns. 
Referral letters and day to day secretarial and 
administrative support. 
Maintenance of DIABETA system - customised computer 
database of patients. 
The day centre was specifically des igned for the needs of patients with diabetes and 
endocrine disorders. It is a fully self-contained unit whereby all routine diabetes and 
endocrine tests and servi ces are provided within the unit. It is normally only when 
other complications ari se that the patients will be referred to other departments outside 
the unit. In fa ct one can argue that there is no need for it to be geographica lly placed 
within the hospital. 
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6.3.3 Flow-charting a typical patient visit. 
An important part of the basic systems analysis was to understand fully the different 
processes a patient encountered on a visit to the day centre and understand how 
patients typically flowed through the day centre. Flow charts can be used to help 
identify key processes and poor systems design and thus a flow chart was constructed of 
a diabetes out-patient encounter; the most common type of visit to the day centre 
(Figure 6.1). The flow chart highlights how patients are managed from entering the unit 
until leaving it and it illustrates the different procedures employed for insulin dependent 
diabetic patients (lDDM) and non-insulin dependent diabetic patients (NIDDM). 
Additionally variation in procedures for new, follow-up and annual review patients is 
shown. It can be observed from the flow chart that unless specialist referrals or 
investigations are required, then all services are provided within the day centre. 
6.3.4 Organisational and management structure of directorate 
The management of the Diabetes and Endocrinology Clinical Directorate was the joint 
responsibility of the clinical director (consultant physician), a business manager and a 
nurse manager. However the business manager and nurse manager also managed other 
clinical directorates, hence the overall leadership of the directorate rested with the 
clinical director. The key tasks and responsibilities of the clinical director, with support 
from the business manager and nurse manager included: 
• Formulating an annual business plan 
• Producing an accurate budget in advance 
• Negotiating and agreeing budget with central management 
• Monitoring actual performance against budgeted performance 
• Negotiating service activity of directorate by contract with purchasers 
• Ensuring appropriate and workable policies for running the directorate 
• Marrying QNaudit process with managerial policies and contracts to deliver 
a quality service to patients 
• Providing leadership and guidance necessary for effective management 
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Figure 6.1: Patient Flow Chart of a Diabetes Out-patient Encounter 
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Whilst the clinical director took responsibility for the strategic management of the 
directorate, much of the day to day management of the day centre was led by the other 
consultant physician . Also it is important to note that although the day centre team 
were all housed 'under the same roof' each professional group worked fairly 
autonomously. The nursing and paramedical staff ran their own appointment systems, 
taking individual responsibility for managing their work loads. Although the physical 
setting was one that encouraged co-ordination, very few planned opportunities existed 
for all staff to meet and discuss both the strategic and day to day management of the day 
centre. 
6.3.5 Directorate information system 
The Diabetes and Endocrine Day Centre (DE DC) has its own customised computer 
database, DIABET A, (Sbnksen et aI, 1991) which holds the medical and sociological 
details of some 6,500 patients who had attended the clinic over the last 10 years (with 
less complete records over 19 years). Details include such variables as ethnic status, 
patients' address, general practitioner, attendance rate and physiological details. Much 
of the medical data is input by the doctor during the patient's first consultation; some 
150 variables are entered. On subsequent follow-up visits standard details are checked 
by the clinic clerk and the doctor enters ten routine variables including weight, blood 
test results ete. 
The data quality is high since it is entered and updated on a continuous basis normally 
in the presence of the patient. It is relatively simple to access different data sets and thus 
the data-base certainly has the potential for providing a very rich source of data for QA 
and audit purposes. 
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6.3.6 Status of QA 
"Most clinicians would like to see in charge of the quality assurance apparatus one of 
their own: a clinician senior in rank and of unquestioned competence" (Donabedian, 
1996). 
Most staff had not received training opportunities at directorate level in quality 
assurance or clinical/medical audit techniques when this research programme was 
initiated, although concern had been expressed about the lack of a comprehensive 
system for improving quality of services. Regular data collection for monitoring quality 
of services related to the information requested for the SELCA quarterly monitoring 
report. This included variables such as: 
• Evidence of medicallclinical audit taking place 
• Waiting time for medical consultation 
• Percentage of cancelled clinics 
• Response time to GP referral 
• Casenote availability 
• Provision of patient information 
• System for complaints monitoring 
• Customer satisfaction 
This information was collected mainly for central management purposes although it 
could have been usefully utilised at directorate level. 
The internal directorate structures to review clinical and non-clinical procedures were: 
• Weekly clinical review meetings 
• Monthly staff meetings 
• Informal meetings arising as and when required 
The weekly clinical review meeting served to review clinic notes of complicated 
patients. This meeting was held at Bam and would normally only be attended by 
doctors although other clinical staff joined these meetings from time to time. This was 
very much a meeting run by clinicians for clinicians and minutes were never taken. The 
( I I ) 
A Clinic al Dire( [orale Approa(h 
meetings existed purely for reviewing complicated clinical cases and discussing 
individual case treatment. 
Monthly staff meetings were held during the lunch hour and were normally attended by 
most of the day centre staff. These meetings were to provide opportunities for staff to 
raise any issues relevant to the running of the DEDC. Again these meetings were not 
minuted and all agreed actions were verbal. The effectiveness of these meetings very 
much depended on the motivation of the staff attending. Although these meetings were 
meant to take place every month, several months often elapsed between meetings . 
If emergency issues arose, then meetings were convened on a needs basis. 
Thus it can be seen that although several mechanisms were in place for reviewing 
quality, no systematic effort existed in terms of monitoring, assessing and improving 
routine clinical and non-clinical practice. This is not to devalue the worth of these 
meetings but to highlight the type and structure of routine clinical and non-clinical 
assessment being practised by the directorate. 
Certainly staff recognised the need for setting up 'some type' of programme that 
addressed quality of care provision in the directorate and it was felt that a framework 
was required for communicating about and agreeing upon how to address clinical and 
service quality concerns rather than purely medical issues. 
6.3.7 Understanding group culture 
"The health care enterprise may be seen as a culture, or a set of cultures, to which 
quality assurance effort must adapt or which may have to be modified if quality 
assurance is to flourish" (Donabedian, 1996). 
0vretveit (1992) reminds us that, whilst it is important to identify tools and techniques 
for quality assurance activity and that training people to use these tools is fairly 
straightforward, it is only half the equation and an utter waste of resources if people 
cannot or do not want to use the tools . He asserts that the other half of the equation is 
in establishing a quality philosophy and culture that values quality throughout the 
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service. This requires conscious action to understand different staff attitudes towards 
quality, since attitudes in themselves are an expression of culture. 
Thus when attempting to implement a formal quality programme, understanding staff 
perceptions towards quality helps to decide how to present quality in the right way; in a 
way which responds to their indifference or objections. In fact to inspire staff with an 
idea that is consistent with values that they already hold is probably the most logical and 
least confrontational way of influencing a service culture . 
In Chapter 4, the work of McLaughlin and Kalzuny (1990) was considered. They refer 
to the professional and TQM models, which although in conflict must both be 
accommodated in a health setting on the one hand to deal with the high professional 
component involved in delivering high quality health services, and on the other to deal 
with the multi-disciplinary nature of health care and the need to work together and 
share information. Certainly the DEDC working environment could be likened far more 
to the professional model rather than the TQM model. Staff were working 
autonomously and there was much cynicism about 'management pronouncements and 
promises'. Morale in general was low with staff threatened by more cuts and even 
possible closure with the merger of Guy's and St Thomas' Hospitals. Although staff 
were in agreement that clinical excellence was the most important philosophy in their 
work, many of the staff members felt worn down by the idea of 'having to take on yet 
more work' with the introduction of a QA programme. They felt that their hands were 
tied because many of the quality problems they perceived related to the services of the 
hospital as a whole which were not the responsibility of anyone person or specific area. 
Whilst some staff were worried about identifying and voicing areas of concern because 
of being expected to take on additional work, others were keen to express their views 
but did not have the belief that anything could be done. It appeared that one of the 
major problems was that opportunities did not exist for staff to get together and analyse 
data on service performance such as clinical audit and waiting times. It was also found 
that few staff possessed skills in systems analysis and data collection techniques. This 
was mainly due to unfamiliarity with tools or not having the time to fully investigate 
issues because of other priorities. The rapidly changing environment meant that 
attention was given to crisis issues rather than long-standing concerns of patients and 
staff. 
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However, staff did express concern about the lack of a coherent and comprehensive 
system for monitoring, assessing and improving quality of services. Hospital directives 
were stressing the importance of a medical audit programme and had in fact announced 
that all clinical directorates would have a statutory medical audit half-day once every 
two months. With the creation of this space, staff agreed to establish a multi-
disciplinary quality improvement programme to include all staff that would tackle both 
clinical and non-clinical aspects of health service delivery. This was probably part fear, 
that if they did not take control themselves, there would be a danger of having QA 
systems imposed from central hospital management. Thus when this quality 
programme was introduced there was a certain reticence and apathy displayed by staff, 
but also a sense of opportunity and challenge to be involved in the design of their own 
QA programme! 
6.4 STAGE 2: Sensitisation Towards Quality 
Successful quality programmes pay as much attention to changing human relations as to 
introducing new systems. This implies that there needs to be as much emphasis on 
understanding and changing people's attitude towards their responsibilities as on 
training them to use specific tools and methods. 
This stage aimed to provide personnel with the necessary understanding and knowledge 
about QA to integrate a quality philosophy into their work practice. Therefore before 
introducing the concept of customer-supplier modelling, basic QA training sessions 
were held voluntarily within the DEDC, focusing on the concepts of QA, audit and 
TQM, so that general awareness about quality issues could be raised . 
In fact stage 2 was a continuous element of the QA programme, starting with basic QA 
awareness training, then going on to more in-depth training sessions on tools and 
techniques which included customer-supplier modelling, the QA cycle, and 
development of the directorate QA programme. 
All training sessions were voluntary and were held early morning or during lunch hours. 
It was impossible to get all members of the group together at anyone time, due to their 
different work commitments. 
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Using Zaltman and Duncan's (1977) model of different change strategies (section 4.1.3), 
a combination of three of the four categories were used. 
1. Persuasion: in that DEDC staff needed to be convinced that change was both 
necessary and feasible 
2. Facilitation: in that all the training focused on the individuals involved in the 
change 
3. Power: in that hospital directives, contracts and the health reform bill had 
made QA a requisite part of health service provision. 
6.5 STAGE 3: Developing Customer-Supplier Models 
The initial development of the customer-supplier models was quite a lengthy process 
and required staff time and commitment. The two phases to the modelling process 
described in Chapter 4 were: 
1. External adaptation modelling: concerned with how services, products and 
people interface with the group. 
2. Internal integration modelling: concerned with what actually happens 
within the group. 
These two phases were carried out separately and then both models could be linked. It 
was very important that the whole directorate was involved in this process so that 
consensus could be obtained over the identification and ownership of the services being 
provided and consumed. However in certain cases it was not possible for all staff to be 
involved, thus the most important criterion to apply was that at least one person from 
each professional group was represented in the modelling phase. 
The overall modelling process from model inception through to using the models for 
quality action involved 13 different steps, as shown in Table 6.2 
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Table 6.2: Customer-Supplier Modelling Process 
CUSTOMER-SUPPLIER MODELLING PROCESS 
STAGES 
1. Conduct training sessions on 
external adaptation 
modelling. 
2. List external bodies and 
define customer-supplier 
relationships. 
3. Produce external adaptation 
macro model. 
4. Refine model through 
individual interview and 
group consensus. 
5. Prioritise links. 
6. Conduct training sessions on 
internal integration 
modelling. 
7. List and type internal 
customer-suppl ier 
relationships. 
8. Produce internal integration 
macro model. 
9. Refine model through 
individual interview and 
group consensus. 
10. Meet as quality action team 
and use macro models for 
identifying weak / priority 
links. 
11. Produce micro level models 
for identified areas of 
concern. 
12. Take quality action. 
13. Review and update models 
on a regular basis. 
COMMENTS 
All staff to be introduced to the philosophy of 
customer-supplier modelling and to be given in-
depth insight into the elements of external 
adaptation modelling. 
Individually, as sub-groups and as a group, 
different external bodies are listed and their 
relationship defined as customer and/or supplier. 
Draft model produced. 
Individual and group sessions to obtain 
consensus and make necessary model 
refinements. 
Due to the number of external bodies, links are 
prioritised with customers and/or suppliers which 
have a large number of interactions with the 
group. 
All staff to review the philosophy of customer-
supplier modelling and to be given in-depth 
insight into the elements of internal integration 
modelling. 
Individually or in sub-groups internal customer 
and/or suppliers are listed. 
First draft model produced. 
Individual and group sessions to obtain 
consensus, type interactions and make necessary 
model refinements. 
Both internal and external macro models can be 
used to help identify where the weak and/or 
priority links exist which need to be strengthened 
and redefined. 
In-depth micro level models are produced 
highlighting all processes and interactions 
involved. 
Weak links can now be identified and using the 
stages from QA cycle of problem analysis, 
solution and implementation, quality actions can 
be implemented. 
With time, working relations and key processes 
change, therefore annual review of models 
should take place. 
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A more in-depth break-down of external adaptation and internal integration modelling 
are discussed later in this chapter. 
6.5.1 External adaptation modelling 
External adaptation modelling, the first part of this two-stage modelling process was 
introduced to the directorate staff in small multi-disciplinary groups. This part came 
first, because as a group it was considered less threatening to concentrate on external 
services, where there would more likely be agreement over exactly the type of services 
being requested and consumed. 
Several small, multidisciplinary group training sessions were conducted with the 
directorate staff. These sessions were voluntary and were scheduled at different times 
during the day over a two-week period so that everybody would have an opportunity to 
attend. In these sessions the staff were introduced to the concepts of quality 
improvement in health care and then in particular to the concept of customer-supplier 
modelling. Thus the whole group was taken through the nine stage process of external 
adaptation modelling as described in Table 6.3 . 
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Table 6.3: External Adaptation Modelling 
STAGES 
Stage 1 
Stage 2 
Stage 3 
Stage 4 
Stage 5 
Stage 6 
Stage 7 
Stage 8 
Stage 9 
EXTERNAL ADAPTATION MODELLING: 
DESCRIPTION COMMENTS 
Identify the boundaries of the group. 
Involve everyone in the group in the 
modelling process. 
List all people, departments and outside 
organisations which interact with the 
group. 
Define the service or product being 
supplied or used by these externa l 
bodies. 
Define them as customers and/or 
suppliers. 
Identify the link person within the 
group who initiated the request for the 
service. 
Construct external adaptation model. 
Identify priority links. 
Review and refine model. 
Clinical directorate, ward, 
department, ete. 
Ensure that at least one member 
from each discipline is present. 
Includes individuals or other 
groups within the organisation 
and externa l to the organisation . 
Simple definition of what is 
being supplied or consumed. 
Definition based on whether 
they are providing or 
consuming serv ices. 
Person/sub-group responsible 
for ensuring that request or 
receipt of service. 
Unrefined model. 
Group decides who are key 
external suppliers and 
customers. 
Second version model 
produced which is reviewed on 
contin ual basis. 
Every participant at the meeting was given a specifically designed form to li st their 
different suppliers and customers and to define the service or product provision 
(Appendi x I). Individuals were given two weeks to complete these forms and were 
encou raged to fill them in individually or by speciality . In this external modelling ph as 
staff li sted people, departments and outside organisations with whom the directorate 
worked or relied upon. These groupings were categorised as either supplier, customer 
or both. A short, simple description of the product or service was given and a person or 
group of people was identified as the initiator or link person in the customer-supplier 
relationships. 
After defining the different relationships, preliminary models were constructed. This 
was a formal depiction of all the suppliers and customers, showing the service and 
product provision and their relationsh ip to the department. Due to the complexity of 
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customers and suppliers the first external adaptation model produced was sub-divided 
into three models showing the directorates relationship with: 
• Clinical support services: all clinical and diagnostic services within St Thomas' 
• General hospital support services: hotel services and management within St 
Thomas' 
• External services (external to St Thomas' Hospital): all bodies external to the 
hospital 
Individual and group modifications were made to the models so that consensus could 
be reached .. 
Figures 6.2, 6.3 and 6.4 depict the three models produced. In the external models the 
interactions have been limited to arrows depicting service/product provision as the 
simple customer-supplier relationship is described in Chapter 4. 
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Figure 6.2 External Adaptation Model for Clinical Support Services 
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Figure 6.3: External Adaptation Model for Non-Clinical Support Services 
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Figure 6.4: External Adaptation Model for External Services 
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Due to the huge variety of different bodies that the directorate interacted with staff were 
introduced to a rating system (Appendix 11). This was an attempt to prioritise the 
different external links, so that a simplified model could be produced of the key external 
suppliers and customers. Staff were asked to rate each service they requested or 
provided on a scale of 1 to 5 (1 = very important, 5 = quite important), to specify the 
most important features of the service and to also comment on the ability of the 
suppliers to fulfil their requirements. This was not particularly easy for staff because in 
some cases a service would rarely be called upon, but when requested it would be of 
the highest priority. To avoid this confusion the rating was linked to the frequency with 
which the service was requested. 
6.5.2 Internal integration modelling 
The internal modelling phase followed a very similar process to the external adaptation 
modelling, except in this case it was an introspective view of how the whole group 
interacted and worked with one another. 
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Thus the whole group was taken through the 11 stage process of internal integration 
modelling as described in Table 6.4. 
Table 6.4: Internal Integration Modelling 
STAGES 
Stage 1 
Stage 2 
Stage 3 
Stage 4 
Stage 5 
Stage 6 
Stage 7 
Stage 8 
Stage 9 
Stage 10 
Stage 11 
INTERNAL INTEGRATION MODELLING 
DESCRIPTION COMMENTS 
Identify the boundaries of the 
group. 
Involve everyone in this group in 
the modelling process. 
List all people who you interact 
with within the group. 
Define the service or product 
being supplied or used by this 
person. 
Define them as customers and/or 
suppliers. 
Identify the link person who 
initiated the request for the 
service. 
Construct internal integration 
model. 
Cross-tabulate to check for 
anomalies. 
List key interaction types. 
Define each link (interaction 
type). 
Final review of model. 
Clinical directorate, ward, ete. 
Ensure that at least one member 
from each discipline is present. 
Include all individuals within the 
group. 
Simple definition of what is being 
supplied or consumed . 
Definition based on whether they 
are providing or consuming services. 
Person/sub-group responsible for 
ensuring request or receipt of 
service. 
Unrefined model. 
There are likely to be 
inconsistencies between what 
suppliers believe they are supplying 
and customers believe they are 
requesting. 
Obtain group consensus on the key 
interaction types. 
Each link must be typed, based on 
consensus list of interaction types. 
Second version model produced 
which is reviewed on continual 
basis. 
As with the first stage modelling several smal l, interactive, multidisciplinary group 
training sessions were carried out with the directorate staff. In these sessions the staff 
were introduced to the detailed concepts of internal integration modelling, so that they 
could realise the second stage of the modelling process. Every participant at the 
meeting was given a specifica lly designed form to li st their different suppliers, customers 
and service or product provision (Appendix Ill) . 
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Individuals were given two weeks to complete these forms and as before were 
encouraged to fill them in individually or by speciality. In this case customers and 
suppliers were limited to the directorate staff who were categorised as follows: 
• Doctor 
• Specialist nurse 
• Out-patient nurse 
• Research nurse 
• Medical laboratory scientific officer (MLSO) 
• Clinic clerk 
• Administration/secretarial support 
• Computer support 
• Dietetics 
• Counse lling 
• Diabetic eye complication screening (DECS) 
• Chiropody 
In this phase of the modelling, the interactions were described in greater deta il, since 
the internal functioning of the DEDC accounted for the majority of staff time. After 
defining the different relationships 12 preliminary models representing each category of 
staff were constructed, showing the internal functioning of the directorate. These 
models were shown to each individual category of staff to allow comment and make the 
necessary adjustments. Due to the large number of interaction types and differences in 
opinion between different groups as to the type of services being requested from one 
another, a cross tabulation was put together so that all the information from all sources 
could be entered. This was used to highlight where perhaps information omissions had 
occurred or where there were discrepancies. In this way this cross tabulation was used 
to cross check every single interaction type. 
The whole modelling process made people think more about who they truly needed to 
interact with and also to question why? Staff realised that some interaction types were 
formal whereas other interaction types which they place'd as equally important were 
informal. It also highlighted that with some members of the group no formal 
interactions ever took place. 
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In stages 9 and 10 it was necessary to devise a short-hand for the various interaction 
types, since too much detail in the models would make them difficult to use in practice. 
Therefore the DEDC staff met to devise a standard li st of interaction types, whilst not 
distorting the actual nature of their interactions. In Chapter 4, broad categories were 
suggested as follows: 
• 
• 
• 
• 
Clinic management of patients (by any of the professional groups) 
Technica l support servi ces (a ll laboratory and diagnostic services) 
Operational support (secretari al, computer, cleaning, admini strative etc.) 
In fo rmat ion services (education and advice to internal and externa l 
customers) 
• Genera l management (strateg ic planning, budgeting and resource 
deployment) 
Table 6.5 describes the different interaction types devised by the directorate staff, which 
follow very close ly to the broad categor ies suggested in Chapter 4. 
Table 6.S Interaction Types 
INTERACTION TYPES FOR THE DIABETES AND 
ENDOCRINE DIRECTORATE 
CLINICAL MANAGEMENT (Cm) : planning I monitoring / assessment I treatment 
ASSESSMENT (As) : diet assessment I patient examination 
MONITORING (Mo) : weight, blood sugar leve ls etc 
TREATMENT (T) : medical treatment, chiropody, counse lling 
I NVESTlGATIONS (I) : trials / tests 
TESTS (Te) : bloods / preassessment I eye screening / AFTs (neurological tests) 
RESULTS (Rs) : test results 
EDUCATION (E) : patient group and individual sess ions 
ADVICE (A) : information I audit I infection control I medica l adv ice I treatment advice 
OPERATIONAL SUPPORT (Os) : switchboard I work maintenance / cleaning I portering 
/ post I transport I waste disposal etc 
SECRETARIAL (5) : typing / photocopying / telephone queries / clinic letters / 
messages 
SUPPLIES (5p) : pharmacy / laundry / C55D / H5DU / computer h/w and s/w 
COMPUTER SUPPORT (Cs) : tech support / main tenance / crash recovery 
ADMINISTRATION (Am) : appointments / notes I results I reception 
MANAGEMENT (M) : business planning / contracting I budgeting 
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Some of these broader categories were then sub-divided yet again such as Clinical 
Management, which is made up of assessment, monitoring and treatment of the patient. 
Cm = As + Mo + T. 
Investigations involve ordering and carrying out specific tests and receiving the results. 
I = Te+Rs. 
Operational Support involved all operational hospital services including secretarial 
support, admin. support, supplies and computer support. 
Os = 5 + Sp + Cs + Am. 
In this internal integration modelling phase it was unnecessary to prioritise links due to 
the small number of staff categories involved, unlike the case of external adaptation 
modelling which involved a very large number of external bodies,. Additionally it may 
have created tension within the directorate if staff were asked to rate or prioritise 
different internal services or individuals. 
Figure 6.5 gives an example of one of the internal integration models constructed, 
whilst Appendix IV shows the full set of internal integration models produced. 
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Figure 6.5: Internal Integration Model; Doctor B DEDC 
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With the models having been developed, it was important to test them as an aid to 
carrying out audit and quality improvement activities; this is stage 4 of the QA 
implementation programme and is illuustrated through 2 case studies, one using a 
macro model and the other a micro model. 
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6.6 STAG E 4: Quality Action - Using Customer-Supplier Macro 
and Micro Modelling for Problem Identification and Analysis 
"Quality flourishes if everyone is alert to opportunities to improve it, can 
communicate these opportunities, can suggest how improvements are to be made, 
and can expect serious consideration, leading to action, where appropriate. Thus, one 
fosters a sense of optimism, even of adventure, in an organisation. If not, one can 
expect cynicism at first, and later an apathetic resignation in those who remain, while 
the rest depart" (Donabedian, 1996). 
Prior to the six month customer-modelling phase, bi-monthly quality improvement 
meetings were introduced, to fall in line with the St Thomas' Hospital policy on medical 
audit. Dates for the audit meetings were set in advance at staff meetings so that clinics 
could be re-arranged to ensure full staff attendance. This action was fully endorsed by 
the clinical director. From the start a senior member of staff was assigned to help drive 
the programme. The clinical director fully supported the nomination of a doctor to fulfil 
this role to visibly show medical support for the programme. Thus these meetings were 
led by one of the registrars and the researcher was invited to introduce the concepts of 
audit and quality assurance as well as taking on a facilitative role during the audit 
meetings. 
Although scepticism was high, in that some staff members felt they were being taken 
away from their 'real' work to 'talk' about how to improve the overall performance of 
the directorate, it was a generally accepted principle that the audit of clinical practice 
was becoming established and accepted, and that there was a need for a framework for 
coherent interdisciplinary audit bringing the different profeSSional groups together to 
facilitate quality improvement activities. Concern was also expressed that if the 
directorate did not design its own programme, then undoubtedly a hospital system 
would be imposed which would be less relevant and sensitive to the directorate's 
needs. 
The directorate auditJQA meetings were held once every two months for three hours. 
The general format of the meeting included: 
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• Update and review from previous meetings 
• Identify specific problem areas 
• Staff assigned to working parties for specific problem areas 
• Working parties analyse problem area and seek solutions 
• Working parties report sol utions and actions to be taken before the next 
meeting 
• Discussion on topics for next meeting 
• Confirm date for next meeting 
Between meetings the lead auditor (registrar) and facilitator were involved in follow-up, 
provided support to staff and planned for the next meeting. 
The first two meetings consisted of theory and group working sessions. Staff were 
introduced to the concepts of audit, quality improvement and customer-supplier 
modelling. Pre-selected topics suggested by individual members of staff were analysed 
and potential solutions proposed. Selected topic areas included: 
• Annual patient review 
• Why do I see a different doctor each time? 
• Creatinine and cholesterol results : a cause for concern? 
• Insulin tolerance testing 
• Patterns of referral to dietitians 
• Retinal photography 
It can be observed that a variety of clinical and organisational topics were covered. 
However, follow-up to the potential solutions was weak, resulting in active participation 
only from those who suggested the problems in the first place. Thus it was decided that 
more participative techniques needed to be employed for selecting areas of concern, to 
create a greater sense of group ownership and follow-up. Also, by this time the 
customer-supplier models had been completed and were ready for use. 
Structured brainstorming sessions during the audit meetings revealed a number of 
concerns about the day care services. Some of these included clinic waiting times, 
patient and GP information, staff communications, patient communications, doctor 
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continuity, accuracy of blood res ults and many other areas, both clinical and non-
clinical. Figure 6.6 gives an example of the concerns of DEDC staff as a result of one 
brainstorming session. 
Figure 6.6: Results from Staff Brainstorming Session 
8 denotes number of votes allocated as """"'" being a priority problem area to tackle 
In this example the group was given a trigger question: 
Ingle·mannlng 
paramedical 
"What are your two most significant problems that cause you most frustration when 
attempting to do your job in the day centre?" 
The purpose of this was to focus staff on internal problems of the day centre. Each 
member of staff was given two cards to describe the problem in as few words as 
possible. All the cards were read out aloud by the facilitator to check that everybody 
understood the sentiment of the card. No judgements were made. The next stage was 
to categorise all the responses into broader areas such as clinic organisation, patient 
issues ete. At this stage every member of the group was given two red dots to stick on 
one or two cards that they felt were the most important issues. Once these issues had 
been prioritised, it was then possible to select the top three issues and assign people to 
working groups to analyse the problems in greater detail. 
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To focus on these areas of concern, audit meetings were structured using th 
directorate, audit and quality improvement cycle (Figure 6.7). Guidelines were given to 
staff to help them in applying the QA cycle to guide their audit and quality improvement 
activities. In particular staff were encouraged to refer to the customer-suppli er macro 
models in relation to revi ewing current practice, identifying areas for improvement and 
prioriti sing and se lecti ng problems relating to poor quality (stages 1, 2 and 3 of the QA 
cycle). By using the customer-supplier models for these 3 stages it was hop d that taff 
would retain a more holi stic perspective of the situation and reflect on the vari ty of 
customer-supplier interactions taking place. Once a particular problem had b n 
identified staff were encouraged to develop customer-supplier mi cro mod Is for in-
depth analysis of the particular process or interaction under investigation (stage 5 of rh 
cycle). Additionally other QA tools and techniques were used by staff to aid them in rh 
QA process in relation to each step of the QA cycle. 
Figure 6.7: The QA Cycle 
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1. Observe current practice 
• Use patient flow charts 
• Use customer-supplier models 
• Review of current performance data available from DIABET A. 
Staff were encouraged to develop flow charts and refer to the customer-supplier models 
for observing current practice as well as making use of routine data available. 
2. Identify something that can and should be modified 
• Brainstorming 
• Using customer-supplier models 
• Review of current performance data available from DIABET A 
The above problem identification techniques were suggested. It was important that 
problems identified were within the control of the group or were external aspects that 
the group felt they could influence. By referring to the internal integration and external 
adaptation models these were used to help identify problems that the group felt were 
feasible to address. It was important that initially simple things were tackled so that the 
group gained confidence in their ability to challenge and change aspects of the service. 
3. Prioritise and select 
Suggested rationale for topic selection included: 
• High risk 
• High volume 
• High cost 
• Wide variation in clinical practice 
• Local clinical anxiety 
• Important to providers, consumers and purchasers 
In part 3 of the cycle staff has already prioritised links in the external adaptation models, 
thus staff were encouraged to refer to this. 
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4. Bring appropriate people together 
Initially all members from DEDC or at least representatives from different professions 
were present. As meetings continued and topics were selected, at times it would be 
appropriate to bring in people from other departments, where problems identified 
involved external customers and suppliers who could help in problem analysis and 
designing appropriate solutions. 
5. and 6. Gather data and identify underlying reasons for failure 
For stages 5 and 6 staff were encouraged to identify underlying reasons for failure by 
analysing whether the problem was related to structure, process or outcome and to 
check whether routinely stored data was available or easy to access. In this case the 
development of customer-supplier micro models was advocated, for identifying process 
problems and whether two-way information flow existed between customer and 
supplier. The use of other analysis tools such as process flow diagrams, pareto analysis 
and control charts was also proposed. 
7. Develop and assess alternatives 
At stage 7, it was particularly important that appropriate people were working together 
so that a variety of ideas and alternatives could be generated. It was also vital that only 
practical solutions were proposed which did not require large investments. 
Considerable emphasis was placed on re-allocation of existing resources. 
8. Implement change 
Once the group had agreed on the intervention, it was necessary to put together a plan 
of action, with defined activities, time-scales and persons responsible for carrying out 
each activity. 
9. See how things have changed and decide what to do next 
The final stage of the cycle was to ensure that staff evaluated whether changes produced 
the desired results and to analyse the reasons for any failure to achieve what was 
desired. 
(11 l r 6- I -.t 
Obviously the time limitations of this study make it very difficult to observe signifi cant 
changes in the quality of service provision, although even within one year certain 
organisational changes resulted in the way that services were provided. 
Examples of schemes/interventions implemented and in progress resulting from the 
audit meetings included: 
• 'Let us know' patient comment scheme 
• In-depth study carried out into access to diabetes care for Afro-Caribbean 
patients 
• Improved patient information in waiting area 
• Eye testing and dilating protocol developed 
• Doctor rota revised to improve continuity of patient care 
• Staff newsletter produced on a bimonthly basis to improve internal 
communications 
• Desk diary re-introduced to keep group informed of staff movements and 
availability 
The first two examples above are expanded in Sections 5.7 and 5.8 to detail how these 
studies resulted from using customer-supplier modelling and the QA cycle. 
6.7 'Let Us Know' Patient Comment Scheme - Case Study 1 
By reviewing the customer-supp lier macro leve l models, it became quite clear that 
patient perceptions and expectations of health services had not been sufficiently 
addressed. A particular concern of day centre staff was that more regular feedback from 
patients was important in order to ensure that patient perceived problems were being 
systematically addressed. This resulted in the launch of the 'let us know' patient 
suggestion scheme, which had already been successfully implemented at Guy's 
Hospital (Appendix V). Patients were asked to write down any comments they had 
concerning the day centre in terms of what was being done well and what cou ld have 
been done better. Each patient was also asked to give an overall grade of the service, 
rating it from very poor to exce llent. 
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Each patient attending for annual review or follow-up diabetes care over a two-month 
period was asked to complete a suggestion card after they had seen the doctor. In total 
81 completed cards were returned. Of these cards, 52 contained additional written 
comments. The patient rating of the overall service ranged from poor to excellent, as 
shown in Figure 6.8. 
Figure 6.8: Overall Patient Satisfaction 
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Additionally 64% (n = 52) of those patients who completed a card made comments 
about the service they received. Of these comments, 35% suggested improvement and 
65% praised the services. Areas that caused most dissatisfaction included staff-patient 
communications and waiting time in the clinic and for an appointment (Figure 6.9) 
Figure 6.9: Patient Suggestions 
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Of those comments which praised the service they were categorised by environment, 
staff attitude, overall care and other comments (Figure 6.10) 
Figure 6.10: Positive Comments 
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Whilst overall, general satisfaction was fairly high , it also became clear that waiting 
time, staff-patient communications and certain aspects of medical care (seeing the same 
doctor every time) were issues of concern to patients. 
Simple interventions were planned by the day centre staff to deal with waiting time and 
continuity of patient care. The allocation of appointments was changed to improve flow 
of patients through the clinic and reduce bottle necks. The registrars also managed to 
re-organise their on-call duty so that they could work the same clinics every week. 
Additionally staff agreed to mount a flowchart on the wall in the patient reception area, 
explaining the different stages of a patient visit and expected times for each procedure. 
It was agreed that patients should be surveyed over a two-week period twice a year in 
order to keep constant surveillance of patient perceptions of services delivered at the 
day centre. Whilst all these solutions were very simple and straightforward, it can be 
argued that none of these interventions would have been carried out without a 
systematic analysis being carried out by the day centre staff and interdisciplinary team 
working. 
6.8 Investigating Access to Diabetes Care for Afro-Caribbean 
Patients; A Micro Level Customer-Supplier Model Case Study 
The previous case study was used to demonstrate the role of macro modelling in 
training staff, understanding group culture and using the models for analysing current 
work practice within the directorate. This case study gives an example of how micro 
level modelling was used to probe into weak links between the DEDC and the Afro-
Caribbean Community in South London, focusing on external relationships (for full 
results refer to Appendix VI, Doyle et aI, 1993b). This particular area was chosen 
because government had expressed concern about the neglect of health needs amongst 
ethnic minorities (DoH, 1992) and within the DEDC a significant proportion of patients 
were of Afro-Caribbean origin. Therefore directorate staff decided to investigate 
problems with access to diabetes care. 
By using the DIABET A system it showed that there were higher 'did not attend' (DNA) 
rates for black patients than Caucasian patients, reflecting the fact that black patients 
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were experiencing greater problems with accessing the services of the day centre. 
Using the QA cycle and customer-supplier modelling, the effectiveness of the customer-
supplier link in relation to health care delivery was evaluated, by analysing the level of 
service provision and information flow between the two bodies. 
Therefore stages 1, 2 and 3 of the QA cycle were already completed, in that from 
observing current practice, a problem had been identified and prioritised. Stage 4 was 
that appropriate people were brought together to work on the problem. Because this 
link was from an external adaptation model it followed that appropriate people from the 
community should be brought together with directorate staff to probe and analyse the 
problem further. Therefore the Brixton Neighbourhood Community Association 
(BNCA) and three local general practitioners were invited to participate. The BNCA also 
expressed similar fears about problems with access to services and education for their 
community. Many of its members were patients at St Thomas' DEDC or were being 
treated by local GPs for diabetes. Stage 5 of the cycle was where the particular link with 
the hospital and BNCA was analysed at a micro level in an attempt to identify the 
underlying causes of the problem through looking at current processes and available 
information. 
Using the DEDC computerised patient record system it was possible to ascertain that 
25% of patients were of Afro-Caribbean origin and that the DNA (did not attend) rate 
was higher than in Caucasian patients. Other characteristics taken into consideration 
were that black people are more prone to diabetes (Cruickshank, 1980, 1989; Karmi 
1993; Mather 1985; Odugbesan 1989; Nikolaodes 1981) and that the local population 
live in a socially deprived, inner city area with a high under-privileged area (UPA) score 
Uarman 1983). Although the DEDC had carried out patient satisfaction surveys before, 
no race specific data was collected (Doyle 1990a,b). 
Thus by producing a micro-level model with the current information available (Figure 
6.11), it became clear that there was very little information specific to Afro-Caribbean 
patients. By analysing each link in turn it could be said that the design and operation of 
the diabetes service was not race sensitive, although 25% of the 'customers' were non-
Caucasian and more prone to diabetes. The information link between the Afro-
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Caribbean patients and DEDC was very weak with very little 'genuine' dia logue 
between the two groups and this may explain why the DNA rate was higher. 
Fig 6.11: Customer-Supplier Model of Micro link with AIC Community 
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Therefore by referring back to the original simple customer-supplier model presented in 
Chapter 4, it was necessary to find out more about the values and expectations of this 
particular group, by collecting additional data (stage 6 of the cycle). 
Thus the principal objectives of the study were to investigate problems experienced by 
Afro-Caribbean people in gaini ng access to diabetes care by: 
• Identifying Afro-Caribbean diabetics not receiving regular diabetes care 
• Discovering the problems they have in obtaining the appropriate advice and 
treatment 
• Assessing diabetes knowledge in both diabetic and non-diabetic members of 
the Afro-Caribbean community 
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The active involvement of the community (Anderson et ai, 1991) was considered to be a 
key component of obtaining accurate and realistic information about hea lth care needs 
in the community. The BNCA therefore took on a substantial organising role and 
played an important part in encouraging community involvement and estab lishing 
rapport and credibility for the study. Their role was vital for ensuring that the research 
was conducted in a culturally sensitive manner. Therefore BNCA was involved in all 
planning and design stages of the research, and all consultation with Afro-Caribbean 
people was community-led by the BNCA. 
6.8.1 Selection of patients 
DIABETA (the computerised database at St Thomas' Hospital diabetes centre) was used 
to identify 697 Afro-Caribbean patients who had attended the centre over the last 18 
months. A cohort of 100 patients (non-attendees) was then randomly selected from 
those who had defaulted on at least two occasions during that period. This group was 
selected on the premise that they had already experienced problems with diabetes 
health care access. A further 100 patients were randomly selected from those without 
any record of non-attendance (regular attendees) for comparison. 
6.8.2 Questionnaire design and distribution 
A postal questionnaire (Appendix VII) was specifically designed to establish the salient 
issues regarding problems with access to diabetes services. The questionnaire focused 
on: 
• Health beliefs 
• Doctor/patient relationships 
• Appropriateness of services 
• Waiting time 
• Socio-economic issues 
• Language difficulties 
These were sent out to both patient cohorts in hand addressed and post-office stamped 
envelopes. Patients were asked in a covering letter to complete the questionnaire as 
accurately as possible, to return it to the BNCA and to expect to be telephoned by a 
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BNCA member to clarify detai ls. Those patients who did not have telephones were 
followed up by house visit. 
Five volunteers from the BNCA were trained to phone patients on receipt of the 
questionnaire, to check the validity of the answers and to ask patients for any additional 
problems they had experienced concerning access to diabetes health care. 
6.8.3 Focus groups and open meeting 
As a complementary approach, two focus group interv iews (n = 8 and n = 10) and a large 
open forum meeting (n = 80) were held at the BNCA to eli cit any further views which 
the structured questionnaire might not have picked up (Armstrong et aI, 1992). 
6.8.4 Knowledge questionnaires 
To assess levels of basic understanding concerning diabetes, knowledge questionnaires 
were issued to a randomly selected group in the BNCA community (n = 122). Three 
types of questionnaire (Appendices VIII, IX, X) were used to assess knowledge in: 
• 
• 
• 
Insulin dependent diabetics 
Diet and/or tablet treated diabetics 
The general population 
The sophistication of the questions reflected the level of knowledge expected from each 
group. 
6.8.5 Results 
6.8.5.1 Patient access questionnaire 
A 62% response rate was achieved (n = 63 regular attendees, n = 60 non-attendees) over 
a four-week period . The non-attendees were in as much agreement as were the regular 
attendees over the importance of seeing a doctor/nurse on a regular basis (93 % vs. 
96%), although they had defaulted on at least two occasions over the last 18 months. 
More non-attendees felt that the health care professional did not have enough time for 
them and significantly more felt that their visits might be a waste of time. Half the non-
attendees felt that if the DEDC employed more black staff it would be a help to them, as 
opposed to a quarter of regular attendees. As expected both groups, but particularly the 
non-attendees, thought that clinic waiting time was a barrier to health care access. Of 
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the specific problems with health care access, the non-attendees especia lly felt that 
transport, their job and language skills were a significant problem. 
Additional comments were made by 98% of both non-attendees and regular attendees. 
Of these the most frequent were that they wanted: 
• 
• 
• 
• 
More specific education and information about diabetes 
More support in the community 
More frequent appointments 
More doctors and nurses 
6.8.5.2 Focus groups/open meeting 
In the focus group interviews common patterns emerged in terms of lay views on the 
nature of diabetes, its causes, and its management. Overall, the treatment obtained 
from both general practice and hospital was praised. Nonetheless given the nature of 
diabetes it would seem that their understandings of their illnesses were not always 
conducive to best long term management. It appeared that their views about diabetes 
were embedded in much deeper-seated cultural beliefs about health and illness. Whilst 
overall they were satisfied with treatment and had faith in medical science, they had 
difficulties with: 
• Communication with doctors 
• The extended role of the nurse 
• Seemingly irrelevant dietary advice 
Again, there were very many spontaneous remarks, requesting more specific 
information about diabetes that could be readily understood by the Afro-Caribbean 
community. 
6.8.5.3 Knowledge questionnaires 
The results from the knowledge questionnaires showed that non-diabetics had a fair 
general understanding and awareness about diabetes. However the results from known 
diabetics indicated a marked lack of necessary specialist knowledge about diabetes, and 
all should have had an opportunity for individual or group education sessions. For 
instance only 18% of insulin dependent diabetics and 17% of diet, or diet and tablet, 
treated diabetics, knew the normal range for blood glucose. Also only 29% of diet 
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treated diabetics knew that butter was mainly fat. This discrepancy may be attributed in 
part to lack of culturally sensitive patient education programmes and materials and 
failure of the health care professional to understand the culture of Afro-Caribbean 
patients (Anderson et aI, 1991). 
6.8.6 Summary of findings 
Thus the results from this study showed that: 
• Important cultural differences In obtaining access to diabetes health care 
exist and must be overcome 
• There is a pressing need, and desire, by the community for more culturally 
sensitive information and education about diabetes 
• Conventional problems with health care access for diabetes are still very 
relevant for the Afro-Caribbean population 
This view is strongly supported by Donovan et al (1984). 
6.8.7 Worth of micro-level modelling 
This study highlighted how many problems happen at boundaries, and that by taking a 
structured, systematic approach, customer-supplier micro-level modelling provided a 
framework whereby it was possible to: 
• Be aware of different customers and their values and expectations 
• Understand how people and processes relate 
• Explain consequences of actions or inactions in a logical systematic way 
This example also tackled different levels of care (community based, GP based and 
hospital based), the critical links (patient and community participation), contributions by 
all profeSSionals, and both the clinical and non-clinical, aspects of the service. 
6.9 Beatrice Ward 
Complementary to the DEDC research programme, a second pilot study was established 
in Beatrice Ward, a 28 bedded gynaecological ward, dealing with both minor and major 
surgery patients. Access reasons prevented this work developing as far. Although the 
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external adaptation modelling was completed by all staff, the application of the models 
to aid quality improvement activities was never tested. 
The same training materials and methodologies were used as in the case of the DEDC, 
however unlike the DEDC training sessions, the doctors' training was carried out 
separately from the other staff. The 'natural' team consisted of the nurses and other 
ward staff. Although six doctors (consultants, registrars and junior doctors) were 
assigned to the treatment of the ward's gynaecological patients, their time was split 
between in-patient and out-patient care and both day case and major surgery. This 
resulted in the medics spending much less time physically on the ward. In fact contact 
time between the medics and ward staff was extremely low and only formally occurred 
during ward rounds. Unlike the DEDC which was managed by physicians, Beatrice 
Ward was managed by a sister and senior staff nurse. Therefore the ward was a far 
more homogenous environment than the day centre, relying to a much greater extent on 
the services of other departments within the hospital. 
Appendix XI describes the structure of Beatrice Ward, including a flow-chart of 
gynaecological in-patients from admission on to the ward until discharge, as well as the 
external adaptation model that was produced. 
This experience provided the opportunity to pilot the training materials with a second 
group as well as to test the applicability of customer-supplier modelling in a different 
domain (an in-patient area of the hospital). Although it was demonstrated that it is 
equally possible to apply customer-supplier modelling to an in-patient area, problems 
arose in terms of defining the group. Whilst the natural group consisted of the nurses 
and ward staff, it seemed inconceivable to exclude the medics from this group. 
However, logistically it proved to be impossible to involve the doctors in joint training 
sessions. One can argue that in the case of an in-patient area, the external adaptation 
models will have greater relevance due to the homogeneous ward environment and 
greater reliance on services external to the ward. Also the issue of whether the medics 
should have been internal or external to the group and classified as external 
customers/suppliers is important. These themes of modelling relevance and natural 
groupings are discussed further in Chapter 7. 
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6.10 Role of the Quality Facilitator 
In bringing together these different initiatives, the role of the quality facilitator was vital. 
The facilitator worked to enable staff to take ownership for addressing quality issues; 
prioritising areas for problem solving, and pulling together key staff from relevant areas 
to work as a team towards meaningful solutions. Some of the problems experienced by 
the quality facilitator throughout the implementation of the quality programme related to 
human resource development needs, such as: 
• Communication 
• Team building 
• The use of management tools and techniques 
• Staff empowerment 
One of the major roles of the facilitators was to assist staff in taking time out from 
routine duties and bring the focus to local concerns, helping them to change their 
thinking and believing that something could actually be done. In Chapter 7, a model of 
the expert faci I itator is presented. 
6.11 Summary 
This chapter has focused on the construction and application of customer-supplier 
models for quality improvement. The customer-supplier modelling process was 
described in relation to the Diabetes and Endocrine Directorate and internal integration 
and external adaptation models were presented . Examples were given of how the 
customer-supplier modelling process was used to identify internal quality problems and 
also to highlight a particularly weak link with the local Afro-Caribbean community. The 
importance of interdisciplinary team working and the role of the expert facilitator were 
discussed in relation to the construction and use of these models. 
Customer-supplier models were shown to provide the framework for pin-pointing where 
current quality problems exist and for identifying weak inter-departmental and external 
relationships . It was demonstrated that the modelling technique aids interdisciplinary 
audit rather than specific medical , nursing or paramedical audit since it is describing the 
total health care package that the patient receives. It also helped staff to prioritise needs 
and provide the much needed structure for interdisciplinary audit activities. It is 
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important to point out that the customer-supplier models were used in stages 1-6 of the 
QA cycle (problem identification and analysis) and that for defining solutions and 
implementing these interventions, this depended on well defined action plans and 
teamwork. 
Thus the models were shown to provide an holistic, interdisciplinary focus, help 
prioritise needs, identify current work practice, pinpoint quality and organisational 
problems, highlight poor relationships and acknowledge outside organisations. 
Difficulties with the modelling process included getting the commitment from all staff, 
identifying different levels of interaction and regularly updating the model when 
organisational changes occurred. 
It was demonstrated that team working is an essential component for any quality 
improvement initiative . The major strength of having all staff involved in the 
programme meant that staff were empowered to agree on changes required and that the 
appropriate expertise was always on hand, whether it was an administrative, medical, 
paramedical, nursing, computing or clerical problem. Staff also demonstrated an ability 
to work as a team in identifying areas of concern and achieving desired results in service 
improvement. One can argue that by working as a team, it can have considerable 
impact on the perceptions of staff about their ability to deal with important issues in 
their own working environment. 
In Chapter 7 these results are discussed from both systems and health care perspectives. 
Major issues arising from this research study will be discussed, including considerations 
of choice of methodology, systems complexity, practical implementation issues and 
health sector reforms. 
Chapter Seven 
Discussion 
"Every reasonably established method in the 
armamentarium of quality assurance has been 
shown to work in some situations ...... They all 
work. And yet, no one method is 
demonstrably superior in every situation, or 
in most." 
Donabedian, 1996 
7.0 Introduction 
In Chapter 6, the construction and application of customer-supplier models for quality 
improvement in the Diabetes and Endocrine Directorate were described. This 
highlighted how customer-supplier models were used as an aid to drive the whole 
quality improvement process with case-studies at both macro and micro level. 
In this chapter the development and application of customer-supplier modelling is 
discussed from both systems and health care perspectives. Major issues arising from 
this research study are examined, including considerations of choice of methodology, 
systems complexity, practical implementation issues and issues arising from health 
sector reforms. Finally the value of customer-supplier modelling will be analysed and 
suggestions for further development of this work will be proposed. 
7.1 Methodological Issues 
Underlying many initiatives world-wide is the belief that QA offers health service 
providers the chance to improve health care and public satisfaction based on existing 
resource constraints . A core assumption throughout this thesis is that if QA systems are 
established and implemented appropriately then quality improvements will be realised. 
Specific methodological issues encountered in the design and implementation of 
customer-supplier modelling are now discussed. 
7.1.1 Justification for customer-supplier modelling 
The case for a TQM philosophy was argued in Chapters 2 and 4 as being the only truly 
holistic approach to quality improvement. Deming enunciates that the only road to 
success is through continuous quality improvement with: 
• A focus on the customer in defining quality 
• Recognition that all work takes place in systems 
• Use of statistical tools in defining and evaluating the performance of the 
system 
He insists that senior management must provide the leadership and direction for an 
environment in which fear and blame are removed from the workplace and are 
replaced by vigorous programmes of training and education of all employees. Team 
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work and employee empowerment replace traditional, hierarchical control in the 
management process (Eastman, 1992a). 
Whilst this appears intuitively obvious, translating these principles into practice is often 
overwhelming and usually requires many years of commitment. To succeed in creating 
a TQM environment, most organisations require a fundamental change in their culture 
so that the philosophy of TQM becomes integrated into every aspect of the 
organisation's management and practice, whereby people, processes and systems truly 
interrelate. 
In both commercial and health sectors there are many examples of people using QA 
tools but without a common framework and philosophy to drive the process or 
conversely, examples of organisations strong on the philosophical and spiritual aspects 
of TQM, but with no tangible tools or framework to anchor and fully integrate TQM 
principles into the centrality of the organisation. Also the tools which accompany the 
TQM philosophy have mainly been adopted from the partial approaches to quality 
improvement which were described in Chapters 2 and 4. This in itself implies that the 
tools and techniques will only have the capability of delivering what they were 
designed for. This is not to devalue the worth of the different tools and techniques 
which are proposed for use in TQM organisations, but to suggest that by even using a 
combination of these methods it will not necessarily encourage an holistic, 
interdisciplinary, customer-focused approach . 
Bicheno (1991) lists the seven major tools and twelve techniques supported by the 'top' 
quality gurus (Tables 7.1 and 7.2). 
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Table 7.1: Quality Improvement Tools 
7 TOOLS 
1. Process charts/ Flow charts 
2. Pareto analys is 
3. Ishikawa diagram (fishbone diagram) 
4 . Histograms 
5. Run diagrams 
6. Statistica l process control charts 
7. Check sheets 
Table 7.2: Quality Improvement Techniques 
12 TECHNIQUES 
1. Benchmarki ng 
2 . Nominal group technique 
3. Time chart ing and analysis 
4. Six sigma 
5. The 'five whys' 
6. Cost of quality 
7. Qual ity function deployment 
8. Failure modes and effect analysis 
9. Force field analysis 
10. Value engineering and value 
management 
11. Soft systems methodology 
12. Moments of truth 
The tools and techniques have been w idely used in industry for problem identification, 
analysis and so lution. Originally they were designed to support partial quality 
improvement approaches, so the voice of the customer can quite eas ily become lost 
although it is one of the driving tenets of the TQM philosophy. 
In this resea rch study customer-supplier modell ing was developed out of a necess ity to 
have a modelli ng methodology designed for the TQM philosophy. Thi s methodology 
builds on marketing concepts as defi ned by Parasuraman et aI, (1985) but also on the 
interdi sciplinary, systemic nature of providing hea lth ca re services. The methodology 
aims to systematica lly describe the way people view themse lves and their customers in 
the organisation and how they act at the different systems leve ls which represent 
differing leve ls of complexity. Thus this modelling technique aimed to move away from 
Discussion 
a mono-professional focus on treatment of disease, to a more holistic view of how 
people, processes and systems interact. 
7. 1.2 Utility of customer-supplier modelling 
It is important to have a technique that helps individuals and groups to develop an 
understanding about people, processes and systems. Customer-supplier modelling 
helps to define group culture by virtue of mapping out and describing the different types 
of interactions that take place when providing services or products and to give people 
the opportunity to reflect on their own responsibilities and dependencies. The utility of 
this methodology will almost entirely depend on the: 
• Leadership of the group 
• Facilitation of the group 
• External directives from higher authorities 
• Team work 
(This applies to the utility of implementing any QA system.) 
Within the group the methodology will depend on the members, their common values 
and expectations and way of dealing with complex problems. Whilst no one tool or 
technique is totally invaluable, the utility of customer-supplier modelling is that it aids 
understanding of complex issues in a systemic and systematic way. One could argue 
that without customer-supplier modelling the same problems would have been 
identified and solutions defined and implemented. However, one would question 
whether the problem identification analysis and solution process would have had the 
same regard for different customer groups internally, externally and at different levels. 
In the case of the Diabetes and Endocrine Day Centre, the construction of customer 
supplier models at directorate level allowed staff to develop a more formal 
understanding of how they integrated their work internally and also how the group as a 
whole adapted externally to other hospital departments and outside organisations. In 
fact, this provided a method for analysing and understanding group culture, in that staff 
were mapping out their own perceived roles in relation to one another. Interestingly 
not all staff were aware of the various links which existed between the directorate and 
different external bodies . The process of constructing customer-supplier models helped 
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them understand as a group how they externally adapted with other people, 
departments and organisations 
The very nature of this modelling technique ensures inter-disciplinarity because all 
professional and non-professional groups have to be taken into consideration. It 
includes both clinical and non-clinical aspects of the service. It tackles the different 
levels of care (community based, GP based and hospital based) and the critical links 
between and within the levels of care. 
7.1.3 Benefits of customer-supplier modelling 
Customer-supplier models provided the framework for pinpointing where current 
quality problems existed and for identifying weak inter-departmental, external and 
internal relationships. It was demonstrated that the modelling technique aided 
interdisciplinary audit rather than specific medical, nursing or paramedical audit since it 
described the total health care package that the patient receives. By using customer-
supplier modelling in combination with other problem identification and solution 
techniques and the QA cycle, this helped staff to prioritise concerns and provide a 
structure for interdisciplinary audit activities. 
An extremely important aspect of this research was that customer-supplier modelling 
provided a technique for identifying problems which occur at boundaries, where it is 
often easy to shirk responsibility. By taking a structured, systematic approach it also 
provided a framework whereby it was possible to: 
• Be aware of different customers and their values and expectations 
• Understand how people and processes relate 
• Explain consequences of action or inaction in a logical, systematic way 
In all, the models were shown to: 
• 
• 
• 
• 
• 
Provide an holistic, interdisciplinary systems approach 
Improve understanding of group culture 
Identify current work practice 
Pinpoint quality and organisational problems 
Highlight weak relationships with different suppliers!customers 
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• Help prioritise quality problems 
• Acknowledge different levels of care and outside organisations 
• Identify the critical links between different levels of care 
• Recognise the contributions to care given by all profess ional and support 
staff 
• Include both the clinical and non-clinical aspects of the health care system 
Therefore the benefits of customer-supplier modelling, over other tools and techniques 
used for quality improvement activity, are that it helps improve understanding of not 
only the problem but also the context within which the service or product is being 
provided and, in line with the TQM philosophy, gives a holistic view of the ontext 
rather than the partial views proffered by other QA tools and techniques. However 
customer-supplier modelling must not be seen as a panacea but as a tool to help 
understand complex issues. To improve quality requires not only understanding of th 
factors contributing to the problem but concerted action to overcome the problem. 
7.1.4 Limitations of modelling methodology 
Difficulties with and limitations of the modelling process included both practical and 
technical issues: 
• Staff commitment and time 
• Feedback from different customers and suppl iers 
• Systematic use of the models 
• Eloquence and accuracy of the models 
• Integrating the voice of patient/local population 
7.1.4.1 Staff commitment and time 
The initial training and model construction requires both commitment and time to 
ensure that accurate, representative models can be produced. In the case of the DEDC, 
the researcher was responsible for both data collection and analysis. This was important 
in terms of retaining objectivity in the modelling process and also in reducing staff tim 
to a minimum. Also regular updating of the models is needed when organisational 
changes occur. Other directorates wishing to go through the same procedur would 
inevitably need to secure the support of a QNaudit facilitator. 
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7.1.4.2 Feedback from different customers and suppliers 
One of the limitations of this modelling methodology was that the defined group (ie 
clinical directorate) was responsible for determining the different types of interactions 
taking place without direct consultation with their different external customers and 
suppliers. This was because it would have taken a considerable amount of time and 
effort to construct and validate the models with every single customer and suppli r 
group. Instead direct feed-back was obtained from customer-supplier groups as and 
when problems were identified and tackled by the group e.g. case-study with the Afro-
Caribbean community and the 'let us know' patient suggestion scheme. In constructing 
the internal integration models feedback was obtained from all customers and suppliers 
since a smaller number of actors were involved. 
7.1.4.3 Systematic use of models 
Once the intense phase of model construction was completed staff were encouraged to 
refer to and use the models in identifying and analysing quality problems and to 
develop micro level models to help understand particular processes or interactions 
under investigation. Although staff were becoming familiar with this tool the models 
were only used during QA meetings but not in routine day to day activities. In order to 
promote more systematic use of the models it would have been beneficial to link their 
development to standards setting and quality specifications used in contracting (this is 
discussed in section 7.5.2.) . In this way their use would have directly related to the 
most prominent of health reforms taking place at the time (contracting for services). 
7.1.4.4 Eloquence and accuracy of the models 
In this research only formal levels of interaction were defined in terms of the functional 
roles and responsibilities of each member of staff, organisation or individual, eg clinica l 
management, home monitoring, advice and secretarial support. However to truly 
model customer-supplier relationships one could also argue the case for taking into 
account the informal levels of interaction which may determine the level of complianc 
of different customers and suppliers to their defined formal responsibilities . For 
example, an element of social interaction between co-workers may well strengthen the 
other more professional aspects of working relationships . Equally important ar th 
intangible aspects of service provision. That is, 'how' the defined interact ions tak 
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place, which can make a significant impact on the effectiveness of the customer-suppli r 
link. Whilst it is fairly straightforward to define a customer-supplier relationship 
between a doctor and a nurse e.g. doctor providing specialist advice to a nurse, the 
model does not allow for the manner in which this interaction takes place. For example 
perhaps the interaction is rushed, unfamiliar language is used or the manner is 
unacceptably rude to the customer. Therefore, even when the customer-supplier link 
functions in terms of the interaction taking place, there is still a question of the efficacy 
of the interaction, due to intangible (interpersonal) factors. Intangible aspects include: 
• Empathy 
• Language use 
• Manner 
• Tone 
• Hurriedness 
• Attitude 
• Timeliness 
A way of dealing with this issue would be to request staff to rate interaction types not 
only on whether the interaction took place but also the manner in which it occurred. 
Satisfaction scores could be developed based on a set of criteria as those mentioned 
above. 
There is also the question of defining the level of complexity in interaction types. This 
is concerned with the balance of making the models too generalist or overtly complex. 
In terms of macro level modelling the models should remain generalist, and only in the 
case of micro level modelling should the levels of complexity be introduced, but only if 
it is deemed necessary. 
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7.1.4.5 Integrating the voice of the patient/local population 
Obtaining a representative voice of the patient or population still remains lusive to 
most organisations. Expectation and need, wants and preferences all place conflicting 
demands on the suppl ier. At times patients have 'perverse preferences ' that th 
practitioner believes are contrary to the patient's own best interests, or preferences that 
are contrary to the practitioner's social obligations, or to the practitioner's personal 
convictions. At other times, the opinions and preferences of patients are not freely 
chosen, but are the result of established inequities in the social order. Donab dian 
(1994) questions whether such opinions and preferences should gUide care, or if the 
practitioner should override them in some way. This model of an active, egalitarian 
partnership between patient and practitioner is contrary to established norms of a 
patient who delegates decision making to an authoritarian practitioner who, 
presumably, is expected to act in the patient's best interest. A culture of class 
distinctions and authoritarianism, in general, reinforces this traditional model. 
Customer-supplier modelling aims to promote better understanding and genuine 
dialogue between the patient and practitioner. For this to be achieved it demands that 
as a minimum, regular feedback from patients should be obtained in terms of exit 
surveys, focus group discussions and patient suggestions and complaints These 
activities are only effective if this information is used in the customer-supplier models, 
that patients can see that their suggestions are taken seriously and that providers give 
feedback on what has been done. 
7.1.5 Terminology 
"Labelling is the social process by which people are classified as exhibiting certain 
social behaviours, and it indicates deviancy from a norm and certain valued 
attributes" (Bond, 1986). 
The issue of terminology is also one requiring discussion. The modelling process has 
been labelled customer-supplier modelling, where the supplier is a person or unit which 
provides a product or service as requested (tacitly or emphatically) by the customer. 
The supplier is responsible for the design and/or operation of that product or service in 
partnership with and taking into account the customer'S values and expectations. The 
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customer is the person or unit who requests (tacitly or emphatically) the product or 
service and/or is the person who uses or consumes that product or service. The 
customer can be any person along the path of a process who receives something as the 
product of that process. This usage therefore does not distinguish patients from other 
participants, nor does it recognise that patients are simply on the receiving end of a 
commodity process. However many health professionals and users of hea lth services 
feel uncomfortable with the word customer which is associated with activities of trad 
and commerce (Thompson, 1995). Stacey (1976) argues that although rare ly pass iv , in 
part the patient presents herself in the health-care system as a 'work-object', to have 
things done to rather than for her, which is an inappropriate concept for a consumer. 
Williamson (1992) stresses the traditional problem of professionals, in parti cular 
doctors, in the way they objectify patients as parts of the body or diseases to be tr at d, 
rather than giving respect to the actual self of the patient. The need to be 'cared about', 
rather than 'cared for' is of vital importance to both clients and their informal carers 
(Wilson 1993). 
Thus how many labels do we have? We have the patient as: 
• Customer 
• Consumer 
• User 
• Client 
In this thesis, rather than becoming involved in sociological interpretations of labels, 
these terms have been used interchangeably, to refer to the patient depending on the 
context. In terms of the modelling methodology and in describing TQM, staff, patients, 
GPs, carers and other groups have been referred to as customers and consumers. In 
many cases the patient is also referred to as cl ient or user because of the pass ivity 
implied in the term patient, which has mainly been used for distinguishing the person 
under medical treatment from other customer groups. 
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7.2 Systems Complexity and TQM 
"Systemic properties are destroyed when a system is dissected into isolated elements" 
(Capra, 1997). 
The health care enterprise may be seen as a culture, or a set of cultures, to which quality 
assurance effort must adapt or which may have to be modified if quality assurance is to 
flourish. One of the biggest challenges the NHS faces is that it represents the larg st 
professional bureaucracy in Europe. Whilst the different professions or 'tribes' within it 
persist in working autonomously, the quest for quality will remain obscured . 
In Chapter 2, the professional bureaucracy model and TQM model were described as 
containing irreconcilable differences. However it was highlighted that the only way a 
TQM environment can be created is through accommodating both models into the 
NHS; thus respecting professional values and skills whilst also recognising the value of 
inter-professionalism. The application of the TQM philosophy to a health setting 
implies that everything that is done is done for the ultimate beneficiary - the pati Ilt. 
The patient depends on a package of care delivered by a range of professionals. Unless 
a culture of inter-professionalism, co-operation, partnerships and interdependence is 
valued and supported, isolated professional activity will continue to remain the norm 
and thus compromise the patient. 
In a complex environment customer-supplier modelling can be particularly fruitful, 
where it is vital that different professional groups consider the importance of each 
other's roles and responsibilities . One could argue that the application of customer-
supplier modelling to complex conglomerates has greater value than its application in 
fairly homogeneous organisations. Customer-supplier modelling provides a tool for 
unravelling the mystique of medicine and provides a systematic approach to breaking 
down health care activity into a series of interrelated processes supported by a team of 
staff. The more complex the organisation the greater the potential value of customer-
supplier modelling. 
If we contrast the two pilot areas (DEDC and Beatrice Ward), the DEDC consisted of a 
wide skill-mix of professionals, reliant on one another to support the management of 
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patients with less reliance on external customers and suppliers. In the case of Beatri 
Ward, the skill mix was a far more homogeneous mix of professionals with gr ater 
reliance on external customers and suppliers. In the case of the day centre th utility of 
both internal integration and external adaptation modelling was cl ea r. Howev r in th 
case of Beatrice Ward it probably would have been more beneficia l to concen trat on 
the external adaptation models since a high proportion of staff time was spent d aling 
with external customers and suppliers. Thi s implies that the modelling proc s is also 
very dependant on the group, the context and work environment. 
7.3 Implementation Issues 
"Another response to the certain uncertainty in choosing what method is best, is to 
postulate that effectiveness depends not on the method alone, but on an interaction 
between the method and the situation in which it is to be implemented. One looks, 
therefore, for a kind of fit between method and situation. The study of effectiveness 
becomes, then, a study of contexts, and the interventions appropriate to each of 
these" Donabedian (1996). 
In this section the feasibility, acceptability and appropriateness of establishing QA 
systems based on customer-supplier modelling in a clinical directorate are analysed. In 
particular the role of the quality facilitator and team working are described. Once a firm 
foundation is achieved, it is then possible to consider the issue of when can an 
organisation say it is a TQM organisation. 
7.3.1 Role of the quality facilitator 
The role of the quality facilitator was briefly mentioned in Chapter 6 and it was argued 
that this role is extremely important for establishing and maintaining a sustai nabl 
programme of continuous quality improvement. During the implementation of thi 
quality programme some of the problems experienced by the quality facilitator in 
getting staff to work together related to human resource development needs su h a 
communication, team building, the use of management tools and techniques and taff 
empowerment. 
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The key responsibilities of the facilitator included: encouraging staff ownership for 
addressing issues relating to quality, prioritising areas for problem solving, and pulling 
together key staff from relevant areas to work as a team towards meaningful solution. 
This was achieved by persuading staff to take time out from routine duties and focus on 
local concerns, helping them to change their thinking and to believe that something 
could actually be done. In light of this experience, a model of the expert facilitator is 
presented. 
7.3.2 Expert facilitator model 
The expert facilitator (Figure 7.1) is a member of the organisation who takes on a rol to 
empower multi-disciplinary teams of staff to improve the way they work together as a 
team and to increase their understanding of management, purchaser and consum r 
needs and expectations. In consultation with senior directorate staff he/she works v ry 
closely alongside key members of the multi-disciplinary team and assists them in 
reviewing performance and developing appropriate management strategies. The 
facilitator ensures that staff can remain in their own working environment whilst 
receiving training and technical assistance as and when required. 
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Figure 7.1: Expert Facilitator Model 
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The ability to persuade, to motivate, to inspire trust, to establish a personal commitment 
to and elicit personal participation in the quality assurance enterprise requires excellent 
leadership and facilitation. Thus the roles of the clinical director and facilitator ar 
paramount in establishing and maintaining a sustainable programme of continuous 
quality, especially in turbulent times with hospital mergers, restructuring and changes in 
the funding of health services. As an internal member of staff, the facilitator can remain 
sensitive to the economic and political climate and culture of the hospital whil st 
maintaining a degree of objectivity when working at directorate level. Thus in thi 
context the expert facilitator must demonstrate high levels of managerial experti se, good 
interpersonal skills, clinical and political sensitivity, perseverance and vi sion . 
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It must be recognised that the facilitator has two important roles to play (Figure 7.2) . 
The first is in acting as a catalyst for change in setting up new projects and programmes. 
As staff gain confidence and skills in introducing service improvements, the facilitator 
must take on a less active and more advisory role. If staff become too relian t upon th 
facilitator for direction and motivation , the whole programme is unlikely to have lasting 
impact. The second role of the facilitator is to ensure that senior staff take ownership of 
the quality programme and link it into the central business planning and monitoring 
activities of the directorate. Without this happening quality will remain elusive and will 
never be an integral part of the directorate health care delivery system. 
Figure 7.2: Facilitator Role 
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7.3.3 Team work 
"In an NHS based on partnership it will be increasingly important for the staff of NHS 
Trusts to work efficiently and effectively in teams within and across organisational 
boundaries" (DoH, 1997). 
It was demonstrated that team working is an essential component for any quality 
improvement initiative. Having all staff from the DEDC involved in the programme 
meant that staff were empowered to agree on changes required and that the appropriate 
expertise was always on hand, whether it was an administrative, medical, paramedical, 
nursing, computing or clerical problem. Staff also demonstrated an ability to work as a 
team in identifying areas of concern and achieving desired results in servic 
improvement. Team-working can have considerable impact on the perceptions of staff 
about their ability to sort out issues in their own working environment. In J05 and 
Kogan's (1995) evaluation of the NHS TQM pilot sites, securing the co-operation of key 
clinicians at an early stage was vital. In the majority of TQM pilot sites only a 1-5% 
attendance of consultants was achieved at TQM training events and it was almost 
impossible to secure their attendance at quality improvement team meetings. Joss and 
Kogan (1995) assert that: 
"One can hardly claim to be implementing TQM as long as a large and influential 
group of staff remain uninvolved". 
They conclude that although the time pressures were obviously a factor, it was clear that 
most doctors were unprepared to make much effort in getting involved, either b cause 
they disagreed with the principles of TQM or because of the manner in which it was 
being implemented. In this research study, the selection criteria for pilot groups 
included assuring the commitment of the clinical director and to assign a registrar to th 
position of co-ordinator of the quality improvement team. 
The experience of working in Beatrice Ward reflect the sentiments of Joss and Kogan. 
Although the medics had verbally agreed to participate in the pilot QA programme it 
was impossible to organise meetings between the medics and the rest of the staff from 
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Beatrice Ward. Thus the official QA team included the medics, nursing and support 
staff although the 'natural' team in fact consisted of the ward-based staff. 
7.3.4 Enabling factors for successful application of TQM 
Eastman et al (1992b) believe that to successfully switch to TQM practices and systems 
presumes a large degree of autonomy within an organisation to implement and select 
changes deemed by senior management of the organisation to be necessary for 
improved productivity and efficiency. Unless there is devolution of management 
responsibility and control from centralised health departments, it will be very difficult to 
adopt TQM. This also strengthens the argument put forward in Chapter 4 for driving th 
QA process through clinical directorates. 
The QA working group at the 1 st European Conference on Tropical Medicine, 
Hamburg, October '95, take the argument further and define certain enabling factors 
which will allow quicker acceptance and implementation of QA systems based on 
international experiences. Doyle et al (1996b) assert that the "enabling factors" for 
implementing and sustaining a successful QA programme include 11 different factors 
which are described in Table 7.3. 
If some or all of these factors are in place it should facilitate QA institutionalisation since 
these structures provide the basis for QA systems. If many of these factors are weak or 
non-existent then QA implementation will be more difficult due to the inherent 
weaknesses in the management of the health delivery system. In relation to this 
research study the customer-supplier modelling process directly contributed to fulfilling 
factors 1,2,3,4,6 and 7. This highlights that customer-supplier modelling used in 
isolation will not fulfil all criteria for ensuring a sustainable QA system, but that it must 
be combined with the use of the QA cycle and other management tools and techniques. 
No organisation or group can call itself a TQM organisation until a culture of quality is 
inherent in the systems of service delivery and linked to overall mission and business 
strategy of the organisation . Experiences from industry have shown that this can take at 
least five years. 
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Table 7.3 Enabling Factors 
ENABLING FACTORS FOR SUCCESSFUL IMPLEMENTATION 
AND SUSTAINABILlTY OF QA SYSTEMS 
1 Integrated systems approach 
The QA system must not place an unwarranted administrative burden on staff, but rather 
form an integral part of the existing management and information system. 
2 Senior management commitment and leadership (especially senior doctors) 
Responsive senior managers who are willing to get involved in and visibly support new 
initiatives by committing resources can have a significant impact on the success of new 
programmes. Equally important is support from senior doctors. Without their support 
only partial success can be achieved. 
3 Quality culture 
Raising awareness about quality is vital, not only within institutions but among 
professional associations. A culture of quality comes about when there is knowledge, 
awareness and understanding of the issues contributing to quality health services. 
4 Inter-disciplinary teams 
Health personnel who already have a philosophy of working inter-professionally will 
find QA culturally acceptable, since most quality problems are inter-disciplinary in 
nature, crossing traditional professional boundaries. Inter-disciplinary working is bett r 
than individual forces. 
5 Monitoring and supervision systems 
Monitoring is an integral part of QA. If monitoring and supportive supervisory structures 
are already in place as part of the management and information system they will 
facilitate QA implementation and long term sustainability. 
6 Decentralised decision making power 
If local QA teams do not have the power to make decisions and reallocate resources, 
ownership for QA will deteriorate and make QA a frustrating exercise. 
7 Capacity building 
When training is already sufficiently recognised as a tool for improving the management 
and quality of health service delivery, it will facilitate QA implementation. Training 
must be part of a continuous programme interspersed with periods of action learning. 
8 Reliable management and information system 
Often routine data which is already being collected can be used to make quality 
assessments. Therefore a reliable and accurate information system may save time and 
money. 
9 Agreed standards and communication of standards 
It is important that standards are relevant to local conditions and that providers are aware 
of and understand them. Mechanisms for standards review to ensure their continuing 
effectiveness should form part of the standards system. 
10 Incentives 
Recognition and awards for quality teams can stimulate quality improvement initiatives. 
11 Community involvement 
Involving the community in QA promotes confidence, improves communication and 
allows clearer understanding of community needs and expectations when developing 
new programmes. 
-
-
( I 
Discussion 
7.4. Health System Reform Issues 
Whatever QA system is designed, it must be flexible and robust enough to cope with 
the rapid and sometimes radical changes associated with health sector reform. When 
this study was first initiated it was during the implementation of the 1989 reforms which 
with the introduction of the 'internal market' demanded medica l audit and patients' 
charter standards. The recent government white paper, The New NHS: Modern, 
Dependable (DoH, 1997), describes how the NHS will have 'quality at its heart'. It 
intends to support this statement by driving this through nationally with the 
establishment of a new: 
• Evidence-based National Service Framework to help ensure consistent 
access to services and quality of care 
• National Institute for Clinical Excellence to give a strong lead on clinical and 
cost-effectiveness 
• Commission for Health Improvement to support and oversee the quality of 
clinical services at local level and to tackle short comings 
The government intends to introduce legislation to place a new statutory duty on Health 
Authorities to improve the health of their populations. NHS Trusts will be accountab le 
to Health Authorities and Primary Care Groups for services they deliver, and to the NHS 
Executive for their statutory duties. Primary Care Groups and Trusts will be accountable 
to Health Authorities for the way in which they discharge their functions, including 
financial matters. 
Although the previous government placed quality quite firmly on the agenda through 
non-legal 'contracts' for payment for services between providers and purchasers for 
defined workloads, it was not a statutory requirement and far more emphasis was 
placed on cost and volume. Those Trusts which failed to deliver high quality were not 
severely reprimanded. 
With the emergence of the concept of 'clinical governance', all NHS Trusts will hav to 
ensure that quality is really at the core of their work. Government will bring forward 
legislation to give them a new duty for the quality of care. Under these arrangements, 
chief executives will carry ultimate responsibility for assuring the quality of the s rvi 
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provided by their NHS Trusts, just as they are already accountable for the proper use of 
resources. Black (1998) comments that unless each level of the NHS is prepared to 
provide adequate funds for clinical data collection and analysis, the good intentions 
contained in the white paper will not be realised although he does point out that by 
making chief executives personally accountable it might prove to be just the incentiv 
needed. NHS Trust boards will expect to receive monthly reports on quality, in th 
same way as they now receive financial reports, and to receive an annual report on 
what they are doing to assure quality. Quality will quite literally be on the agenda of 
every NHS Trust board . 
The vocabulary of New Labour promotes long standing issues of contention which 
include concepts such as interdependence, partnerships, inter-profess ionalism, clinical 
governance and statutory duty for quality of care. It would appear that with the lat st 
government health reforms, the philosophy of TQM and the relevance of custom r-
supplier modelling are even more important. Similarly to the previous government a 
very free rein is being given to providers to determine exactly how quality will be 'at its 
heart'. The difference now is that chief executives who do not ensure that provid r 
units adopt a quality culture and consistently deliver quality services can be lega lly 
convicted for poor quality! 
7.5 Fu rther Developments 
Whilst the importance and utility of customer-supplier modelling has be n 
demonstrated for a clinical directorate in a tertiary level hospital, further developm nt 
and application of this modelling methodology needs to be investigated relating to: 
• 
• 
• 
• 
Construction of models 
Quality specifications 
Applicability in different settings 
Other appl ications 
7.5.1 Construction of models 
In this research study the data collection, process ing and model construction wa 
manual and therefore time consuming. This kind of work lends itself to automation 
since computers can process and handle large amounts of data far mor ac urat Iy and 
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efficiently than humans. This would also make updating the models a very simple 
process. Now that the customer-supplier modelling methodology has been designed 
and the data requirements are known a useful future development for this research 
would be in the development of customised software to collect and process the 
necessary data and to produce computer generated models. This would ensure that staff 
would still go through the process of defining customers and suppliers and types of 
services provided but alleviate staff from manually having to cross-check the data and 
draw up the models. 
7.5.2 Quality specifications 
An important way of developing the models further would be to include quality 
specifications for each external customer-supplier link. In some cases these already 
exist either in terms of internal/external agreementslcontracts and national initiat iv s , 
e.g. external quality control of laboratories, contracts between purchasers and the 
directorate, Patient's Charter. By reviewing already existing quality specifications 
between customer and supplier and by agreeing specifications where they do not ex ist 
would ensure that both customer and suppl ier are aware of the qual ity standard s and 
provide a basis for the QA monitoring system against these agreed standards. 
Additionally when the customer-supplier models are reviewed on an annual bas is, this 
would also include a review of the agreed quality specifications. This would also 
promote more systematic use of the models and genuine dialogue between customer 
and supplier. 
7.5.3 Setting 
This modelling was demonstrated in a tertiary level hospital, w ithin a clinical 
directorate. By virtue of the modelling process, primary and secondary level faciliti s, 
associated NHS bodies, external organisations and local support groups were all tak n 
into account. Although this modelling technique has only been tested in limited 
settings, the simplicity and flexibility of the technique should allow its easy appli ati on 
in community, primary and secondary hea lth care settings. By applying th impl 
stages of both intern al and external adaptation modelling, customer-supplier mod lIing 
should be equally applicable to both commercial and public sectors. Th two mo t 
important steps will be in determining a well defined group (department, sp cia lity, unit 
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ete.) and in defining the different interaction types. This will require careful thought to 
ensure that all eventualities are catered for so that reliable and informative models can 
be produced. 
7.5.4 Application of models to activities other than domain of QA 
Whilst customer-supplier modelling was originally devised as a method to aid the 
development of context-specific QA systems, this technique could be particularly 
valuable in the domain of human resource development, since its very essence is to 
improve understanding of how people, processes and systems interrelate. Parti cular 
areas of application include: 
Staff induction: modelling could prove to be very useful for induction of new staff to 
immediately obtain functional descriptions of different groups and sub-groups, key 
processes and how they relate to the overall system. 
Annual appraisal: A potential application of customer-supplier modelling could be its 
use in annual appraisals to identify weak links and also for defining scope of work and 
how perhaps it could be extended. Annual review of individual customer-supplier 
models could demonstrate process and system changes in relation to co-workers. 
Job Description: This could be an innovative way of providing a graphical job 
description to accompany the traditionally presented version. The advantage of a 
graphical presentation is that it would ensure that both employer and employees are 
clear about roles and responsibilities and their relation to co-workers and other 
departments . 
Within the time frame of this research it was not possible to test the applicability of 
customer-supplier modelling in other domains, however it would be highly desirable to 
extend this research to human resource development issues. 
7.6 Summary 
This chapter has examined the extent to which evidence gained in conducting thi s 
research has contributed towards providing clearer thought and practical insight into th 
utility of customer-supplier modelling as an aid to quality improvement in a h alth 
setting. The case for customer-supplier modelling was highli ghted as a way of clo ing 
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the gap between customer and supplier perceptions and expectations of services. The 
benefits of this technique were shown to promote inter-disciplinarity, genuine dialogue 
between customer and supplier, co-operation and an holistic approach to hea lth servi ce 
provision. 
In a tertiary hospital - a complex organisation - the utility of customer-suppli er modelling 
was shown to be particularly useful for better understanding the heterogeneous work 
environment. Its application was found to be particularly applicable and benefi cial to 
the clinical directorate - the front end of health care delivery. In particular, practical 
application issues were highlighted which included the importance of leadership from 
the clinical director, support from medical doctors and the role of the quality fac ilitator. 
But tantamount to all these requirements was team working without which TQM can 
never be achieved. It was also suggested that certain management and systems 
characteristics will enable groups in achieving TQM quicker than those which do not 
have these factors in place. 
It was suggested that whatever QA model is proposed, it must be fl ex ible enough to 
accommodate government reforms. The new NHS reforms in fact bea r direct relation to 
the study of this th es is and provide an even stronger justification for the use and 
institutionalisation of customer-supplier modelling parti cularly for Trust Hosp ital s, 
where the chief executive has a personal, statutory duty for quality. 
Reflecting on what was achieved in this research, further developments of th 
methodology were discussed such as defining certain aspects of the custom r-suppli r 
models in more detail. This included describing how interactions should take place and 
also the flexibility in defining interaction types . Future developments to further this 
research could include designing a customised software package to improv th 
efficiency and accuracy of model construction, applying this modelling methodology to 
community hea lth services, primary health care and secondary hea lth car and 
integrating the development of quality specifications between customers and suppli rs 
into the modelling process. Further research into the applicability of this modelling in 
the domain of human resource development could also provide highly b n fj ial 
results . 
-
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Taking into account the issues that have been raised in the discussion, no one sums up 
the situation more accurately than Donabedian, who remains the most outstanding 
quality guru of the health care quality assurance enterprise: 
"The most important single condition for success in quality assurance is the 
determination to make it work. If we are truly committed to quality, almost any 
reasonable method will work. If we are not, the most elegantly constructed of 
mechanisms will fail" (Donabedian, 1996). 
Chapter Eight 
Conclusions 
NQualityassurance will not produce results 
unless one is willing to stay with it, to practise 
it over long periods of time, to be persistent 
and to put in the necessary commitment and 
effort. " 
(Baker, 1993) 
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8.0 Introduction 
This research study has reviewed the global advances made in quality assurance in 
health care, tracing its origins from the manufacturing and service industries through to 
the context of the health care industry. The Total Quality Management mod I, 
originally adopted by the industrial sector was investigated as a possible paradigm for 
the health sector. Customer-supplier modelling, a novel methodology founded on the 
TQM philosophy, was developed and applied to a clinical directorate to test whether it 
could provide the framework for interdisciplinary quality improvement. In essenc this 
thesis examined whether it was possible to implement a clinical directorate quality 
assurance system in a large London teaching hospital based on the TQM philosophy, 
and whether the development of customer-supplier models could provid th 
framework for coherent, interdisciplinary, continuous quality improvement. 
This final chapter concludes the dissertation by reviewing the extent to which Ih 
original objectives of this research study were met based on analysing the issues that 
have arisen out of what has been achieved and by critiquing how this thes is has 
contributed to knowledge both in terms of systems thinking and from a health ca re 
perspective. Finally this brief chapter will identify directions in which hea lth ca re 
quality assurance might profitably develop in future years based on the exp rience of 
this research. 
8.1 Extent to Which the Objectives Were Met 
The hypothesis underlying this research study was that the TQM philosophy could b 
successfully adopted in a hospital clinical directorate through developing and 
establishing appropriate quality assurance systems that took into account the n w 
structures of the reforming NHS. This research aimed to test this hypothes is through 
five distinct study objectives: 
1. To critically review quality assurance approaches in order to identify which 
had potential for application in the health sector 
2. To examine whether Total Quality Management was applicable and 
appropriate in relation to a health care delivery system 
3. To develop a customer-supplier modelling methodology for und rstanding 
how people, processes and systems interrelate 
COllclusion \ 
4. To construct customer-supplier models of a clini cal directorate 
5. To establish a directorate quality assurance system, using custom r-supplier 
models to provide the basic framework for interdi sc iplinary quality 
improvement 
In Chapters 2 and 4 a critical review of the QA literature was undertaken. This 
demonstrated that most QA approaches used in industry and hea lth care hav b n 
partial and that the only truly holistic approach to continuous quality improvement is 
TQM. The need to develop new QA tools and techniques was highlighted since th 
methodologies adopted by TQM have originated from partial approaches to QA and 
thus failed to fully embrace the major tenets of the TQM philosophy. Therefore 
customer-supplier modelling, a novel technique for understanding how peopl , 
processes and systems interrelate at different levels was proposed and developed. 
In Chapters 5 and 6 it was shown how customer-supplier models could be, and were 
developed for a variety of applications including in-patient and out-patient care, the 
interface between out-patient care and the Afro-Caribbean community and the interface 
between 5t Thomas' Hospital and key groups external to the hospital. 
In relation to objective 5 of this study, this was only partially achieved. Infact the 
development of customer-supplier models provided a tool for identification and analysis 
of quality problems and for identifying weak inter-departmental, external and internal 
relationships as opposed to providing an overall framework for interdi sC iplinary quality 
improvement. Although a directorate quality assurance system was establi shed bas d 
on the TQM philosophy, from this experience it became clear that by using custom r-
supplier modelling in combination with other problem identification and solution 
techniques and the QA cycle, this could provide a structure for interdi sciplinary audit 
activities. 
The evidence gained from thi s research has provided clear support for the rese rch 
hypothesis. However, whil st the utility of customer-suppliers mod Is wa 
demonstrated, the actual success of interventions was dependent on th ability to 
persuade, to motivate, to inspire trust, to establish a personal commitment to and li it 
personal participation in the quality assurance enterprise. Thi s requir d 
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leadership, expert facilitation and interdisciplinary team working. Without these three 
vital ingredients quality will remain elusive to any organisation on the quest for quality. 
8.2 Contribution to Knowledge 
As in most research studies, many issues have arisen as a result of this work. More 
questions have been raised than have been answered, but distinct contributions to both 
systems thinking and health care delivery have emerged. 
8.2.1 Systems thinking 
In terms of systems thinking, TQM challenges the core organisational culture of how 
any enterprise works; its underlying philosophy, policies and procedures. In thi s 
research a new modelling methodology has been developed which mbodies the 
holism of the TQM philosophy and which bridges the gap between the partial TQM 
tools and techniques which are currently being used. Not only does this methodology 
pick up on the technical issues for quality improvement, but also on the politi ca l and 
cultural sensitivities of how groups interact and provide services to both their internal 
and external customers. This modelling methodology has provided a mechanism for 
understanding organisational culture and in parallel has contributed to providing a 
framework for guiding interdisciplinary continuous quality improv ment. The 
importance of and distinctions between leadership, facilitation and teamwork have 
proved crucial for ensuring practical application and institutionalisation of QA, so that it 
is integral to routine work practice. 
8.2.2 Health care delivery 
Customer-supplier modelling was fully implemented and tested in a clinical dire torat 
It was demonstrated that the modelling technique aided interdi sc iplinary audit rath r 
than specific medical, nursing or paramedical audit since the total health car pa kag 
that the patient receives is taken into consideration during the modelling pro s. 
Customer-supplier modelling helped staff to prioritise concerns and provid a mor 
holistic approach to interdisciplinary audit activities. Customer-supplier mod lIing wa 
shown to be particularly useful for better understanding the heterog n ou work 
environment found in a complex, tertiary hospital. Its application wa found to b 
particularly applicable and beneficial to the clinical directorate - th front nd of h Ith 
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care delivery. In particular, practical application issues were highlighted which 
included the importance of leadership from the clini ca l director, support from m dical 
doctors and the role of the quality facilitator. But tantamount to all these requirements 
was team working without which TQM can never be achieved. The overall benefits of 
customer-supplier modelling were that it promoted inter-disciplinarity, genuine dialogue 
between customer and supplier, co-operation and an holistic approach to hea lth servi ce 
provision. 
With the latest government health reforms (DoH, 1997), due to be implemented within 
the next two years, where quality is being pushed to the very top of the NHS agenda, it 
appears that customer-supplier modelling will be particularly relevant not only to Trust 
hospitals, but also community and primary levels of health care. 
B.3 Future Directions 
"" ... the health care system is not a configuration of providers only. Consumers are and 
integral component; and if the system fails to produce quality, it is also because 
consumers have not acted concertedly to exercise their rights and bear their 
responsibilities" (Donabedian, 1994). 
Health care quality assurance is becoming an increasingly important element of public 
and private health systems alike. The technical, political and cultural pressures are 
unlikely to weaken as public expectation of health services continues to ri se. Access to 
consistently high quality health services is more and more viewed as being a right rather 
than a privilege. As the public becomes more informed about their own health and 
health needs so does their desire for more reliable and accurate information become an 
issue. Valid, comprehensive, and timely information about the quality of ca re offer d 
by alternative sources of care is rarely available just as information about the ri sks, costs 
and benefits of alternative disease management strategies is very difficult to obtain and 
interpret. Quality assurance systems need to look at and solve these very real conc rn . 
The need to develop a new profess ional cadre is currently being addressed and 
reflected by MSc courses in quality assurance and clinical audit as well as n wly 
developed QA director posts and quality assurance support staff. However, v n with 
COlldll'ifiO/1 
newly created posts, until the health practitioners themselves, particularly med ica l 
doctors, have quality assurance and general management training built into university 
undergraduate curricula, we will continue working in an age of scouting out the 
enlightened doctors to convert the rest of the sceptics. 
Customer-supplier modelling is one method that has been developed for inter-
professional activities and for quality management systems. More tools and techniques 
are required which foster and facilitate dialogue between professionals and other groups 
such as managers, support workers and consumers. 
The results from this research have contributed towards the goal of inter-professionalism 
and genuine dialogue with the customer. What is required now is to encourage the 
application of customer-supplier modelling into other health care domains and to look 
towards more participative ways of involving consumers in the definition, evaluation, 
monitoring, supervision, production and reformation of health care quality and h alth 
care delivery systems. 
1 (I 
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Appendix I 
External Adaptation Modelling 
CUSTOMER-SUPPLIER RELATIONSHIPS 
Customer-supplier relationships are an important feature of quality 
improvement programmes. The supplier is a person or unit which 
supplies a product or service as requested by the customer. The 
supplier is also responsible for the design and operation of that 
product/service. The customer is the person who has requested 
that product/service and/or is the person who uses the 
product/service. Normally there is a form of dialogue between 
customer and supplier explaining their needs and expectations. 
This should be two way. 
Even in the most simple of transactions there is very rarely only one 
supplier and one customer involved. When we turn to more 
complex examples there tends to be many different customers and 
suppliers in order to satisfy one operation. We get a multi-tiered 
model of different customers and suppliers, some of whom will be 
external to the department/organisation. This introduces the idea of 
internal and external customers. 
AN EXAMPLE - request for Mid Stream Urine (MSU) test 
Dr. X is seeing a routine follow up patient. Patient Y feels unwell 
and Dr. X decides that patient Y needs an MSU (1). Or X asks 
nurse Z to take a sample of urine (2). Nurse Z Takes a sample 
from patient Y (3) and sends the sample to microbiology (4). The 
clinic clerk receives the results from microbiology (5a) and places 
the results in the patient notes (6) so that the doctor can refer to the 
results and decide what action is necessary. (Doctor X also has the 
option of getting the results from bulletin board (5b)). 
This example shows that the work of individuals and departments 
within health care organisations are interconnected. As such 
people and departments serve as their own internal suppliers and 
customers and their interconnected activities are intended to benefit 
the external customer. Therefore by departments constructing 
supplier-customer models at an individual and departmental level, it 
helps to develop an understanding of how the department 
integrates itself internally and how as a department it adapts 
externally to other departments and outside organisations. This 
model can also be used for pin-pointing where current quality 
problems exist and for pin-pointing the weak links in the chain. By 
having this model it puts the identification of quality problems into a 
far more structured context. The model can also be used for 
identifying current work practice (ie does it need to be modified) and 
for identifying important links which may need strengthening due to 
external demands placed on the department. 
CUSTOMER-SUPPLIER RELATIONSHIPS 
Example: request for Mid Stream Urine test 
(1 ) pat1ent requests professional help 
(2) doctor requests msu 
(3) nurse takes ~ne sample 
(4) nurse requests sample to be tested 
(50) cleric requests results ( 1 ) (5b) doctor requests bulletin board results 
(6) doctor requests results n notes 
-----;;r~--_ 
DOCTOR FC------'--(2....!-) - -C:;-S NURSE 
(6) r 
CLINIC 
S 
Denotes customer 
-supplier relationship MICROBIOLOGY 
EXTERNAL 
CUSTOMER 
DIABETES 
DAY CENTRE 
MICROBIOLOGY 
(EXTERNAL 
DEPARTMENn 
To design and construct these models in the first place requires 
total involvement of the department in question, since it is these 
people who can identify what services they supply and to whom. As 
mentioned earlier it is necessary to be able to model internal as well 
as external links. This can be achieved by involving staff in pin-
pointing who at a personal level they define as their customers, and 
then at a departmental level who they define as their customers. It 
is also necessary to define at a personal and departmental level 
their suppliers and then, to define explicitly what services are being 
provided. 
CUSTOMER-SUPPLlER MODELLING FOR DEDe 
There are two quite separate parts to this modelling process. 
These are external adaptation modelling and internal integration 
modelling. The former involves pin-pointing external bodies which 
have an influence over and active involvement in the way the Day 
Centre functions and delivers health care. These external bodies 
may be suppliers, customers or both. The latter involves defining 
quite explicitly how the staff in the Day Centre act as their own 
suppliers and customers to each other. This means that it 
describes the internal functioning of the Day Centre. Thus external 
adaptation modelling is concerned with how services, products and 
people interface with or enter the Day Centre whereas internal 
integration modelling is concerned with what actually goes on, in 
the Day Centre. 
EXTERNAL ADAPTATION MODELLING 
There are various different stages in the process required for 
modelling the DEDC. The first stage involves simply listing people, 
departments and outside organisations with whom the DEDC works 
or relies upon. The middle phases of this process involve defining 
services or products supplied or used by the different 
suppliers/customers listed and pin-pointing the person or group of 
people (doctors, nurses, clinic clerk) in the DEDC that initiated the 
request for that service. By defining the external and internal 
customer and supplier a simple supplier-customer link is formed. 
The final stage involves constructing an external adaptation model. 
This is a formal depiction of all the different suppliers and 
customers, showing the services or products provided and their link 
into the DEDC. 
Although the process may sound quite complex, collecting the data 
is in fact a very straight forward task and can be carried out by staff 
completing the following form (see overleaf). 
Column (1) requires you to list all the external bodies who interact 
with the DEDC. This includes other hospital departments 
(haematology, ultrasound, ph~rmacy, bed manager, portering, 
waste disposal etc ... ). It also Includes external organisations such 
as drug companies, FHSA, SELCA etc. External people includes 
GPs, patients etc. This section may also include other categories 
which have not been mentioned. 
Columns (2) and (3) require you to tick either one of the two 
columns but not both. You must decide whether the external body 
is providing a service (supplier) or consuming a service (customer). 
Column (4) requires a brief description of what service or products 
are being supplied or consumed. A detailed description is not 
required. 
Column (5) requires you to list the other half of the supplier-
customer chain. In some cases you may feel you can limit it to a 
person, in some cases a grouping of people (eg doctors, nurses, 
dietitian, cleaning staff) and in some cases you may wish to have a 
very general entry such as DEDC staff. Remember that the person 
or grouping you enter in this column is the initiator of the request for 
services. 
EXAMPLES 
(i) If you have chemical pathology in column (1), you should tick 
column (2) since chemical pathology normally supplies results and 
ignore column (3), then enter blood test results in column (4) 
preferably listing the most regularly.o~~ered tests and in column (5) 
enter doctor since the request was Initiated by the doctor. 
(ii) If you have portering in column (1) you should tick column (2) 
since portering provides a service to DEDC, then enter portering 
service in column (4) and enter clinic clerk in column (5). 
Name .. ... .. .... .... .... ... ........ .. ... .. .... ..... ... ... .. . 
Job Title ....... .. ...... ....... ............ .. .. .... ........ . 
Please make sure that you have read the attached sheets before 
attempting to fill this table in. Spare sheets are available from 
Catriena if you need them. Please try to fill in this form as 
completely as possible. If you don't have time to fill these forms in 
individually, I would suggest you pair up with one or two other 
people (maximum). If it is a jOint submission please ensure all 
contributors put their names at the top of the form. 
Column (1) Col (2) Col (3) Column (4) Column (5) 
External Supplier Customer Service or DEDC initiator 
Bodies (tick if (tick if product supplied Ilink 
(hasp. depts, Column Column (1) or used (doctor, nurse 
suppliers, (1) is a is a (describe in less clerk, DE DC 
. . 
people etc.) supplier) customer) than 10 words) staff etc.) 
Continuation sheet 
Name ..... ... ............ ..... ... ... .. .... .. ... .... ....... . . 
Column (1) Col (2) Col (3) Column (4) Column (5) 
External Supplier Customer Service or DEDC initiator 
Bodies (tick if (tick if product supplied !Iink 
(hosp. depts, Column Column (1) or used (doctor, nurse 
suppliers, (1) is a is a (describe in less clerk DEDC 
people etc.) supplier) customer) than 1 0 wordsl staff etc.} 
-
Appendix 1I 
Rating System for External Adaptation 
Modelling 
DIAGNOSTICS RATE IN WHAT FEA TIJRES OF DO YOUR SUPPLIERS 
TERMS OF TIIEIR SERVICE ARE ALWAYS MEET YOUR 
IMPORTANCE MOST IMPORTANT (EG REQUIREMENTS? 
(1= VERY DELIVERING ON TIME, (YES/NO) AND HOW DO 
IMPORTANT CORRECT DELIVERY, YOU TIIINK TIIEY 
5= QUITE ACCURATE RESULTS) COULD IMPROVE'? 
IMPORTANT 
CHEMPATH DOC/SNIR. 
ESIMLSOI 
CK 
MICROBIOLOGY DOC/SN 
IMMUNOLOGY DOC/SN 
HAEMATOLOGY DOC/RES 
ECGDEPT DOCIRES 
X RAY DOC/SECI 
CK 
EMG DOC 
TREATMENTS 
pHARMACY DOC/SNI 
DIET 
MIDWIFERY SN 
OPTHAMOLOGY DOCIDEC 
EYEDEPT DOCIDECI 
CK 
DIETETICS DIET 
-SOCIAL WORK DIETIPSY 
'"PsYCOTHERAPY PSY 
... 
RATE IN WHAT FEATURES OF DO YOUR SUPPLIERS 
TERMS OF TIlEIR SERVICE ARE ALWAYS MEET YOUR 
IMPORTANCE MOST IMPORTANT (EG REQUIREMENTS? 
(1= VERY DELIVERING ON TIME, (YES/NO) AND HOW 00 
IMPORTANT CORRECT DELIVERY, YOU THINK TIlEY 
5= QUITE ACCURATE RESULTS) COULD IMPROVE? 
IMPORTANT 
SURGICAL UNIT OOC 
RENALUNIT OOC 
OBSTETRICS OOC 
HAND SURGERY OOC 
RHEUMATOLOGY OOC 
RADIOTHERAPY OOC 
NUCLEAR OOC/RES 
MEDICINE 
CARDIAC OOC 
ENT OOC 
SCUTARI OOC 
UROLOGY OOC 
leu ooc 
GI ooc 
OTHERDEPTS SEC/CK 
t-WARD NURSING SN/CN 
I-SURGICAL/ SN/CNI 
MEDICAL FIRMS DIET 
......-
....-
RATE IN WHAT FEATURES OF DO YOUR SUPPLIERS 
TERMS OF TIlEIR SERVICE ARE ALWAYS MEET YOUR 
IMPORTANCE MOST IMPORTANT (EG REQUIREMENTS? 
(1= VERY DELIVERING ON TIME, (YESINO) AND HOW DO 
IMPORTANT CORRECT DELIVERY, YOU TIUNK TIlEY 
5= QUITE ACCURATE RESULTS) COULD IMPROVE? 
IMPORTANT 
BUSINESS MNGR DOC 
SENIOR NURSE SN/CN 
MNGR 
O/PMNGR SN/CNI 
SEC/CK 
COMPUTER DIET/ 
SERVICES DEPT COMP/CK 
CONTRACTING & DOC/ 
INFODEPT COMP/CK 
CHESTDEPT- COMP 
HEALTH DIET 
PROMarION 
PUBLIC RELATIONS DEDC 
MED DEDC 
ILLUSTRATIONS 
TRAINING DEPT DEDC 
WORKSDEPT DEDC 
TRANSpORTI SN/CN/CK 
pORTERING 
-SWITCHBOARD DEDC 
CATERING RES/CN 
LINEN CN 
I-CSSD CN 
HOSP SUPPLIES SEC 
I..---
RATE IN WHAT FEATURES OF DO YOUR SUPPLIERS 
TERMS OF TIlEIR SERVICE ARE ALWAYS MEET YOUR 
IMPORTANCE MOST IMPORTANT (EG REQUIREMENTS? 
(1= VERY DELIVERING ON TIME, (YESINO) AND HOW DO 
IMPORTANT CORRECT DELIVERY, YOU THINK TIlEY 
5= QUITE ACCURATE RESULTS) COULD IMPROVE? 
IMPORTANT 
roSTROOM DEDC 
FILING ROOM CK 
STATISTICIAN PSY 
MED SCHOOL PSY 
LmRARY 
EXTERNAL B9DlES 
SUPRA REGIONAL DOC 
LABS 
DRUG COMPANIES DQCIRESI 
SN/SEC 
WYETII DQCIRES 
INSTRUMENT MLSO 
COMPANIES 
stw&WW COMP 
SUPPLIERS 
BUILDING DOC 
CONTRACTORS 
DVLCIINSURANCE SEC 
COMP 
REGIONAL CN 
SUPPLIES 
SCHOOLS DIET 
-MEALS ON DIET 
Wf{EELS 
~OMCARE DIET 
....-
FAMILY 
SCHOOL OF 
NURSING 
STIJDENTS/ 
VISITORS 
OTHER HOSPITALS 
MANSLEY 
HOSPITAL 
STGEORGES-
PRACfICE NURSE 
GP 
GP FUNDHOLDER 
SELCA 
KEY 
DOC == DOCTOR 
DEDC 
SNIDIET 
DEDC 
SEC 
PSY 
PSY 
DEDC 
DEDC 
DOC 
DOC 
SN == SPECIALIST NURSE 
RES = RESEARCH NURSE 
CN = CLINIC NURSE 
MLSO 
DIET == DIETITIAN 
DEC == DECS 
CHIR = CHIROpODY 
PSY = PSYCOTHERAPY 
COMP == COMPUTING STAFF 
CK == CLINIC CLERK 
RATE IN 
TERMS OF 
IMPORTANCE 
(1= VERY 
IMPORTANT 
5=QUlTE 
IMPORTANT 
SEC == SECRETARY 
C DIABETES & ENDOCRINE DAY CENTRE DED 
WHAT FEATURES OF DO YOUR SUPPLfERS 
TIlEIR SERVICE ARE ALWAYS MEET YOUR 
MOST IMPORTANT (EG REQUIREMENTS? 
DELIVERING ON TIME, (YESINO) AND HOW DO 
CORRECT DELIVERY, YOU THINK TIlEY 
ACCURATE RESULTS) COULD IMPROVE? 
. 
Appendix III 
I nternal Integration Modell i ng 
CUSTOMER-SUPPLlER RELATIONSHIPS 
Customer-supplier relationships are an important feature of quality 
improvement programmes. The supplier is a person or unit which 
supplies a product or service as requested by the customer. The 
supplier is also responsible for the design and operation of that 
product/service. The customer is the person who has requested 
that product/service and/or is the person who uses the 
product/service. Normally there is a form of dialogue between 
customer and supplier explaining their needs and expectations. 
This should be two way. 
Even in the most simple of transactions there is very rarely only one 
supplier and one customer involved. When we turn to more 
complex examples there tends to be many different customers and 
suppliers in order to satisfy one operation. We get a multi-tiered 
model of different customers and suppliers, some of whom will be 
external to the department/organisation. This introduces the idea of 
internal and external customers. 
CUSTOMER-SUPPLlER MODELLING FOR DEDe 
There are two quite separate parts to this modelling process. 
These are external adaptation modelling and internal integration 
modelling. The former involves pin-pointing external bodies which 
have an influence over and active involvement in the way the Day 
Centre functions and delivers health care. These external bodies 
may be suppliers, customers or both. The latter involves defining 
quite explicitly how the staff in the Day Centre act as their own 
suppliers and customers to each other. This means that it 
describes the internal functioning of the Day Centre. Thus external 
adaptation modelling is concerned with how services, products and 
people interface with or enter the Day Centre whereas internal 
integration modelling is concerned with what actually goes on, in 
the Day Centre. 
INTERNAL INTEGRA liON MODELLING 
This follows a very similar technique to external adaptation 
modelling but as described earlier it is concerned with modelling the 
internal customer-supplier chains of the DEDC. In this case the 
first stage involves defining people who supply a service to you in 
the ward or nominating yourself as the supplier. The middle phases 
involve defining services or products supplied by the different 
suppliers/customers listed and then pin-pointing the other half of the 
customer-supplier chain. The final stage involves constructing an 
internal integration model. This is a formal depiction of the internal 
functioning of the ward. 
The data can be collected in a very similar way to the external 
adaptation method, see the attached form overleaf. 
COluJ1ln (1) requires you to enter yourself or your profession. 
Columns (2) and (3) require you to tick either one of the two 
columns but not both~ You must decide whether you are providing 
a service (supplier) or consuming a service (customer). 
Column (4) requires a brief description of the type of interaction 
occuring. A detailed description is not required. A suggested 
format is: 
request specialist services (patient referral) 
seek/provide advice 
seek/provide secretarial/administrative support 
carry out tests/investigations etc ... 
Column (5) requires you to list all the people who you work and 
interact with in the DEDC. This means all the DEDC staff and of 
course patients. You may find that for some of the services you list 
it will be more useful to categorise patients by treatments they are 
receiving rather than just as "patient", ie follow up, new patient etc. 
When filling in this form you might find it easier to start by listing in 
column (4) all the different services you provide eg new patients, 
follow up clinics, pre assessment tests, providing patient notes etc .. 
Then put yourself in column (1), tick column (2) or (3) depending 
om whether you are supplying or requesting services and put your 
customer or supplier in column (5) be it a patient, doctor etc. 
EXAMPLE 
(i) Assuming you are a doctor and you wish to describe that you 
are requesting dietetic services for your patient. Put dietetic 
services (patient referral) in column (4). enter doctor (yourself) in 
column (1) and tick column (3) since you are the customer (ie you 
are requesting for a service to be provided). and fill in dietitian in 
column (5) . 
Name ..... .. ....... .. .... .. .... ... . ······ ·· .· ... .......... . . 
Job Title ......... ......................................... . 
Please make sure that you have read the attached sheets before 
attempting to fill this table in. Please try to fill in this form as 
completely as possible. If you don It have time to fill these forms in 
individually, I would suggest you pair up with one or two other 
people (maximum). If it is a joint submission please ensure all 
contributors put their names at the top of the form. 
Column (1) Col (2) Col (3) Column (4) Column (5) 
Yourself or Supplier Customer Service or DEDC staff 
your (tick if (tick if product and patients. 
profession you are a you are a supplied or (ie person with 
( doctor, clerk, supplier - customer- requested. whom you 
specialist supplying requesting interact) 
nurse etc.) services) services) 
Continuation Sheet 
Name ....................................................... . 
Column (1) Col (2) Col (3) Column (4) Column (5) 
Yourself or Supplier Customer Service or DEDC staff 
your (tick if (tick if product and patients. 
profession ( you are a you are a supplied or (ie person with 
doctor, supplier - customer- requested. whom you 
clerk. specialist supplying requesting interact) 
nurse etc.) service~ services) 
. 
-
Continuation Sheet 
Appendix IV 
Internal Integration Models for the 
Diabetic and Endocrine Day Centre 
rt;ICmJ 0TIEN~ 
(Cm): CLINICAl MANAGEMENT 
(As): assessmen 
(Mo) : monitoring 
m: fTeotmen 
(I): INVESTIGATIONS 
(Te ): tests 
(Rs): results 
(Am) 
x _(a,b) 
(provider) ~onsumer) 
Consumer (V) requests 
services (a,b) from 
providertX) 
AP-- (Am.S) ( 
(A): ADVICE 
(E): EDUCATION 
(M): ~GEMENT 
(Os): OPERATIONAl. SUPPORT 
(5): secretarial 
(Sp): supplies 
(Cs): computer support 
(Am): admlnisration 
(Cm): CLINiCAl MANAGEMENT 
(As): ossessmen 
(Mo): monitoring 
m: treotmen 
X-(o,b) 
(provider) 
Consumer M requests 
services (a,b) from 
prov1der(X) 
\.,...,1-\USTY; (Ed,Cm) ? __ --,,-,..,.,...==._ ~ _(Am)- ~~ __ - (5) • & •••• --:-
(I): INVESTlGATIONS 
(Te): tests 
(Rs): results 
(A): ADVICE 
(E): EDUCATION 
(M): MANAGEMENT 
(Os): OPERATIONAL SUPPORT 
(5): secretarial 
(Sp): supplies 
(Cs): computer support 
(Am): adminisration 
r§'A,re'"'J ~TIENTS 
(C m): C LINiCAl f'v1ANAGEMENT 
(As): assessment 
(Mo): monitoring 
(1): freetmen 
X _(a,b) 
(provider) 
Consumer (V) requests 
services (o.b) from 
provtdertX) 
J-. * ~ _(Am) (Am,S) --...-( 
(I): INVESTIGATIONS 
(Te): tests 
(I<s): results 
(A): ADVICE 
(E): EDUCATION 
(M) : MANAGEMENT 
(Os): OPERATIONAl SUPPORT 
(S): secreta rial 
(Sp) : supplies 
(Cs): computer suppo1 
(Am): admlnlsrotfon 
(Re) 
(Re) \ 
--.................... _,--
~ 
(Cm): CLINICAl MANAGEMENT 
(As): assessmen 
(Mo): monitoring 
(T): treotmen 
(I) : INVESTIGATIONS 
(Te): tests 
(Rs): results 
(Re) 
(A): ADVICE 
(E): EDUCATlON 
(M): MANAGEMENT 
X _(a,b) 
(provider) 
Consumer (Y) requests 
services (a,b) from 
provtde!1X) 
(Os): OPERATIONAL SUPPORT 
(5): secretarial 
(Sp): supplies 
(Cs): computer support 
(Am): admlnlsrat10n 
er) 
(Te,Rs,Mo) 
(A) 
~ITe'MOI 0TIEN~ 
(Cm): CliNICAL MANAGEMENT 
(As): assessmen 
(MoJ: rnonifaing 
(T): freetmen 
IIJ: INVESTIGATIONS 
(Te): tests 
(RsJ: results 
X _(a,b) 
(provider) 
Consumer (Y) requests 
services (a,b) Irom 
provideftX) 
' .. _ (Am) 
..... --(5) ( 
lA): ADVICE 
(E): EDUCATION 
(MJ: ~GEMENT 
(Os): OPERATIONAl SUPPORT 
(SJ: secretarial 
(Sp): supplies 
(CsJ: computer support 
(Am): admlnlsratlon 
X-(o,b) 
(provider) 
Consumer (Y) requests 
services (a,b) from 
provider(X) 
~ • Q.. _(Am) d' t:: - (Am.S) - "-
0): INVESTlG. 
(Te): tests 
(Rs): results 
(Am.S) ( 
.}: AD\I1Cf 
(El: EDUCATION 
(M): ~~GfMENT 
(Os): OPEAATIQ\W SUPPORT 
(S): seeretaool 
(Sp): suppCes 
(Cs): computel suppcrl 
(Am): adm!risraffon 
(Cm) 
(Te,Rs,A) (Cm) 
~ 
(Cm): CLINICAL MANAGEMENT 
(As): assessmen 
(Mo): monitoring 
fT) : treatmen 
(I): INVESTIGATIONS 
(le ): tests 
(Rs): resutts 
X _(a,b) 
(provider) 
Consumer (Y) requests 
services (a,b) from 
providet1X) 
~ 
(A): ADVICE 
(E): EDUCATION 
(M): MANAGEMENT 
(Os): OPERATIONAL SUPPORT 
(S): secreta rial 
(Sp): supplies 
(Cs): compute! support 
(Am): adm lnlsra l10n 
GLSS) 
~ 
(Cs,A) --................. , ....-::--=- .. ! .. _;:;:;-......, _ (Cs.A.Arn) 
.GEW.ENT PI: INV£STIGAT1ONS (le): tests 
(l(s): results 
---(Cs,AI ~( 
(A): ADVICE 
(E): EDUCAJION 
(M): MANAGEMt 
x-(o,b) 
(provider) 
Consumer (y) requests 
services (o,b) from 
provide~X) 
GLSV 
(S.Re.Am) 
~ 
[Cm): CLINICAl MANAGEMENT 
(As): ossessmen 
(Mo): monitoring 
(1): treotmen 
(S.Am) 
i\ 
(5 
(I): INVESTIGATIONS 
(Te): tests 
(Rs): results 
x _(a,b) 
(provider) 
Consumer (V) requests 
services (a.b) from 
provider(X) 
ISJ-~IC~ 
(Am) -.~ 
(Cs.A) 
(S) 
(A): ADVICE 
[E) : EDUCATION 
(M): MANAGEMENT 
(Os): OPERATIONAl SUPPORT 
(5): secreta rial 
(Sp): supplies 
(Cs): computer support 
(Am): odmlnlSl'otion 
GLSV 
x-(o,b) 
(provider) 
Consumer (V) requests 
services (a,b) from 
p rovlder(X) 
~----_s-____ ~'L-_________ ----(Am) --~ 
~TIEN~'" IAm,A) 
(Cm): CLlNICAL MANAGEMENT 
(As): ossessmen 
(Mo): monitoring 
(1): treotmen 
(I) : INVESTIGATIONS 
(le): jests 
(Rs): results 
(Cs,A) 
(A): ADV1CE 
(E): EDUCATION 
(M): ~MENT 
(Os): OPERATIONAl SUPPORT 
(S): sea9tarla.1 
(Sp): supplles 
(Cs): comput9l' support 
(Am): a dmlnlsra110n 
Appendix V 
"let Us Know" Patient Comment Scheme 
LET us KNOVV 
Please help us .... Fill in a card 
and let us know what we are doing 
well and what we could do better 
iste{Jmiz slziere daha iyi hizmet etmek. Onun ~n neleri 
lyI yaptlglmlzl ve nelerl daha iyi -.:apabillcegimlzi b!ze 
soylUyerek yardimci olmanlzl rlca edlyoruz. Eger 
soylliyeceginlz bir sey varsa servislerimiz hakkinda 
IUtfen bu karda yaziniz ve ya buradaki kutuya koyunuz 
yada hastanedeki ~8fden birine veriniz. 
it 1('J L ~ }J I t . ~ ,Iil 1"7). ;h J!i L -A it) 
1; .k i...-,~ It .;j ./\.. l~ -t (,'/ ~ 1.1 . ! fJ 11. ~ L 
.1~ .L ';5 L 71 r:- A', 111( ~ ~ {i. (.;J ~ . '~U }::', 
11. 11l 1 !L ~, I,~ ~;j / )j A' i.4~ A, ~~ rAJ Z 
. Ward / Outpatients Dept : D DC . 
Queremo8 melhorar 08 n08808 sovlC(os. Por favor 
~ 0 de-nos a sua opiniaO sabre 0 que ostamos 
a fazar bem a 0 qua podemos fazar melhor. Por favor 
escreva qualquer comontArlo que quelra fazar sabro os 
nossos servic;o8 noslo cartiio 0 ponha 0 cartiio na calxa 
exislenle ou do-o a qualquer funcIonario do hospital. 
\!111111 ~ ~ ~ ~ ~ ~ top IIilI <Iq , 
~.!I'SI~JI!Il1II!I1~.!I~,"~ClIt<fR~I1f~ 
~ ~ Ri! ,......q ~ .N~ t<fR ~ ~"I1f \!I1II;!fJ \1ICl1 
~ tJi\3" ~ II:!I~ ~ "'" ~ .!I' ~ (S"fJ ""F 
.!I<I~ .!I' ~ ~ 1I[1Il 9111 ~ ~ ClI t<fR !WI~ ~ 
n:\5 9111 lit;! I 
.----- - -.------- '- -- -"I"'-
. Date: d/.·J=· <1 2,_' - Time: _-'U.:-='~~~~ __ . ___ .. ___ _ 
Any comments you have will help us to know what we are doing well and what 
we could do better. 
I I-{K}()_'-dl ___ pe~._ Lr __ LE .. __ ':i.O.LL t vE ":>C-
/Hat//OufJLllj N 7J c 1b /tF f'8VO'J 75 
8E -&J.G$J·H~T KOO/( 77tEge:: -,,---,H~_ 
, ~U H ~_ 1tM1-V~\J Pib' -.l~ _ ~fh L t;. ! I~ ):;;; 
I!tM !'I{x 0LooO 7ACZ.~.. 77MT ;2 OCJI1 .1'e:C (j TO 
6 t:: f1 6JC __ c.£:.(Y0~ __ /2?_ ·17N.f:5. 
How would you rate our services overall : 
o Excellent D Good 0 Fair et] Poor 0 Very Poor 
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Improving Access to Diabetes Care for the 
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ABSTRACT 
Mro-Caribbean people make up approximately 25% of all patients attending St. Thomas' 
Diabetes Day Centre, a large inner city diabetes and endocrine referral centre. Six hundred 
and seventy nine Mro-Caribbean patients were identified from our computerised patient 
record system as being seen by day centre staff in the last 18 months. To establish the 
salient issues regarcting access to health care, a questionnaire was sent to 200 of these 
patients, half of whom were known to have defaulted from the clinic on at least two 
- occasions. Two focus group meetings and a large open forum meeting were carried out as a 
complementary approach in identifying problems with access. Knowledge questionnaires 
were also distributed in the local community (n=122) to assess basic understanding 
concerning diabetes. The results showed that whilst conventional problems with access to 
diabetes care exist more specific cultural issues must be recognised and overcome. 
Key Words: diabetes, access to health care, Afro-Caribbean, community, ethnic 
minorities. 
INTRODUCTION 
People from black and ethnic minorities now account for approximately 5% of the 
population in England. Although they have been living in Britain for at least 300 years, 
most have arrived here only relatively recentlyl . It is difficult to gain a comprehensive 
picture of the health of black and ethnic communities because of the scarcity of published 
reports. It is clear however that there are considerable variations in disease patterns 
amongst the black and ethnic minority groups2,3. There is an increasing recognition that 
3 
- health services must address the particular needs of the black and ethnic minorities living in 
this country, and take positive steps to eliminate discrimination. This sentiment is reflected 
in the United Kingdom Chief Medical Officers report "On the State of Public Health 
1991"1. 
Diabetes mellitus is a common disease affecting 1-2% of the population in Britain. The 
prevalence of diabetes in Asians is reported to be three to four times higher4 than its 
equivalent Caucasian population. Whilst there are no complete epidemiological studies of 
Afro-Caribbean patients in the UK, the indication is that diabetes is also more prevalent in 
this groupS.6.7 than in the indigenous Caucasian population. Certainly studies from the 
USA suggest that the prevalence of non insulin dependent diabetes in black Americans i 
higher than in whites8. The disease is important because it is associated with serious 
complications which can be ameliorated by early and continuing treatment of the diabetes. 
A particular feature of the disease is that much of the treatment requires understanding and 
active participation by the patient who has the central role in controlling the disease, 
particularly by adhering to an appropriate diet and taking tablets or insulin injections. In 
the UK between 4 and 5% of total health care expenditure is spent on diabetes9 
4 
The catchment area of St Thomas' Hospital's in West Lambeth has a large Afro-Caribbean 
population centred around the town of Brixton and one of the highest 'Under Privileged 
areas' (UP A) scores in the country, indicating a high degree of social deprivation 10. The 
Brixton Neighbourhood Community Association (BNCA) formed 16 years ago, offers a 
diversity of services aimed at improving quality of life within the existing system. People in 
the community are active participants in the centre rather than passive recipients of care. 
The BNCA and St Thomas' Hospital Diabetes Day Centre, driven by a common aim to seek 
- ways to improve the delivery of diabetes care in the community, determined to set up a 
study to investigate problems experienced by Afro-Caribbean people in gaining access to 
diabetes health care. The principle objectives of this study were to: 
• identify Afro-Caribbean people not receiving regular diabetes care 
• discover the problems they have in obtaining the appropriate advice and 
treatment 
• 
assess diabetes knowledge in both diabetic and non-diabetic members of the 
Afro-Caribbean community 
METHODS 
The active involvement of the community was considered to be a key component 11 of 
obtaining accurate and realistic information about health care needs in the community. The 
BNCA therefore took on a substantial organising role and played an important part in 
encouraging community involvement and establishing rapport and credibility for the study. 
They supported our team in helping us take a culturally sensitive approach and were 
involved in all planning and design stages. All consultation with Afro-Caribbean's wa 
community led by the BNCA. 
Patient Access Questionnaire 
Selection of Patients 
The computerised database at St Thomas' Hospital diabetes centre holds the medical and 
sociological details of some 6,500 patients. Details include such variables as ethnic status, 
patient's address and attendance rates12. 
5 
The system was used to identify 697 Mro-Caribbean patients who had attended the centre 
over the last eighteen months. A cohort of 100 patients (non attendees) was then randomly 
- selected from those who had defaulted on at least 2 occasions during that period. This 
group was selected on the premise that they had already experienced problems with diabetes 
health care access. A further 100 patients were randomly selected from those without any 
record of non attendance (regular attendees) for comparison. 
Questionnaire Design aDd Distribution 
Postal questionnaires were specifically designed to establish the salient issues regarding 
problems with access to diabetes services. The questionnaire focused on health beliefs, 
doctor/patient relationships, appropriateness of services, waiting time, socio-economic 
issues and language difficulties. A space for free text was included in the questionnaire so 
that patients also had the opportunity to express their views on any other issues they felt 
were pertinent. These were sent out to both patient cohorts under the cover of hand written 
and post-office stamped envelopes. Patients were asked in a covering letter to complete the 
questionnaire as accurately as possible, return it in a stamped addressed envelope to the 
BNCA, together with their telephone number, and to expect to be telephoned by a member 
of the BNCA to clarify details. Mention was made that questionnaires returned promptly 
would be entered into a prize draw. Those patients who did not have telephones were 
followed up by house visit. 
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Five volunteers from the BNCA were trained to phone our patients on receipt of the 
questionnaire, to check the validity of the answers and to ask patients for any additional 
problems they had experienced concerning diabetes health care access. The questionnaires 
were then analysed, and confidence intervals for the difference between the two populations 
were calculated. 
Focus Groups and Open Meeting 
As a complementary approach, two focus group interviews (n=8 and n= lO) and a large open 
- forum meeting (n=80) were held at the BNCA to elicit any further views which the 
structured questionnaire might not have covered. Participants of both were BNCA member 
with diabetes who had volunteered for the purpose. During these sessions detailed notes 
were taken and afterwards were compiled into a report (Annstrong D, Pierce M, 1992, 
Diabetes in Afro-Caribbean's, A Report on Two Group Interviews, Dept of General Practice, 
UMDS). 
Knowledge Questionnaires 
To assess levels of basic understanding concerning diabetes, knowledge questionnaires were 
issued to a randomly selected group in the BNCA community (n= 122). Three types of 
questionnaire were used for this purpose to assess knowledge levels in : 
• the general population 
• insulin dependent diabetics 
• diet and/or tablet treated diabetics 
The sophistication of the questions in each questionnaire, reflected the level of knowledge 
that we expected each group to possess. Thus the questionnaire for the general population 
covered general diabetes issues whereas the other two questionnaires asked more specific 
questions about diabetes relevant to their treatment. A multiple choice format wa 
constructed for each questionnaire. 
RESULTS 
Patient Access Questionnaire 
A 62% response rate was achieved (n=63 regular attendees, n= 61 non attendees) over a 4 
week period. The results from the postal questionnaire are summarised in Figure 1. The 
- percentage of positive responses are shown for each question, with 95% confidence limits. 
Ninety eight percent of both non attendees and regular attendees made additional 
comments. Of these the most frequent were that they wanted: 
• more specific education and infonnation about diabetes 
• more support in the community 
• more frequent appointments 
• more doctors and nurses 
Focus Groups/Open Meetings 
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Discussions from the group interviews and the open meeting complemented the results from 
the questionnaires but also highlighted the fact that views about diabetes were embedded ill 
much deeper-seated cultural beliefs about health and illness. Whilst overall they were 
satisfied with treatment and had faith in medical science, they had difficulties With : 
• communication with doctors 
• the eX1ended role of the nurse 
• seemingly irrelevant dietary advice 
Again, there were very many spontaneous remarks, requesting more specific information 
about diabetes that could be readily understood by the Afro-Caribbean community. 
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Knowledge Questionnaires 
The results of the knowledge questionnaires for the 3 groups are given in Figures 2, 3 and 
4. The percentage of correct responses is given against an abbreviation of the correct 
answer. The questionnaire for non-diabetics revealed an adequate knowledge of diabetes in 
the general population. The more specific questionnaires for diabetic patients, all of whom 
should have had an opportunity for individual or group education sessions, revealed morc 
worrying deficits of knowledge about treatment, Figure 3 (Qs 6,8, 10) and diet, Figure 4 
(Qs 4,5,6). 
DISCUSSION 
There is a pressing need to improve and provide more appropriate health care to ethnic 
minorities in the United Kingdom13.14.1S. As well as the conventional problems with health 
care access seen in socially deprived communities, more specific cultural issues need to be 
addressed. We have therefore sought to address the specific needs of the Afro-Caribbean 
community with regards to diabetes care. Although there has been much discussion about 
these needs in the media 16 and elsewhere, there is a distinct paucity of specific published 
data. 
The enthusiasm and participation in this project was overwhelming. Wc believe its success 
was due to a strong community leadership and ownership of the project, and the location of 
the research in a familiar non-clinical setting. This was highlighted by a 62% response rate 
from those who completed the postal access questionnaire, even in the non attendee group. 
In fact the similar response rate of both groups suggests that the non attendees were equally 
aware of the need to improve health care access to diabetes. 
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Nearly all patients agreed that diabetes was a serious illness, but of concern was the fact that 
only 60% thought there diabetes was serious to them. This implies an unwillingness to 
accept the burden of disease upon themselves. The non attendees were in as much 
agreement as to regular attendees over the importance of seeing a doctor/nurse on a regular 
basis (93% vs. 96%), although they had defaulted on at least 2 occasions over the last 18 
months. More non attendees felt that the health care professional did not have enough time 
for them and significantly more felt that their visits might be a waste of time. Half the non 
attendees felt more black staff would be a help to them, as opposed to a quarter of regular 
- attendees. As expected both groups, but particularly the non attendees thought that clinic 
waiting time was a barrier to health care access. Of the specific problems with health care 
. 
access, the non attendees especially felt that transport, their job and language skills were a 
problem. 
In the focus group interviews common patterns emerged in terms of lay views on the nature 
of diabetes, its causes, and its management. Overall, the treatment obtained from both 
general practice and hospital was praised. Nonetheless given the nature of diabetes it would 
seem that their understandings of their illnesses were not always conducive to best long 
term management. It appeared that their views about diabetes were embedded in much 
deeper-seated cultural beliefs about health and illness. 
The results from the knowledge questionnaires showed that non-diabetics had a fair general 
understanding and awareness about diabetes but the results from known diabetics indicated 
a marked lack of necessary specialist knowledge about diabetes. For instance only 18% of 
insulin dependent diabetics and 17% of diet or dj r: ~ and tablet treated diabetics knew the 
normal range for blood glucose. Also only 29% of diet treated diabetics knew that butter 
was mainly fat. This discrepancy may be attributed in part to lack of culturally sensitive 
patient education programmes and materials and failure of the health care professional to 
understand the culture of Mro-Caribbean patients ll . 
Thus the results from this study have shown that: 
• important cultural differences in obtaining access to diabetes health care exist. 
must be identified and overcome 
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• there is a pressing need. and desire, for more culturally sensitive information and 
education about diabetes, led by the community 
• conventional problems with health care access for diabetes are still very relevant 
for the Mro-Caribbean population 
The requirement now is for planned intervention through the development of sustainable 
models for improving access of Mro-Caribbean people to mainstream health services, as 
well as developing new services that will be more relevant and easily accessible to this 
community. 
Certainly there is a need for more epidemiological and intervention studies in Afro-
Caribbean and other ethnic communities I I so that health care professionals can understand 
their needs and deliver a more culturally sensitive and supportive service. At the same time 
there is a need to raise awareness of diabetes in the community and promote community 
activity and collaborati.on with diabetes experts. Thus the emphasis must be on information 
and education and this should be done in a manner that reflects the particular regional and 
socio-cconomic culture l7 of the people who are to be served. 
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Diffe rence 
(9S% confidence 
inlerval) 
(-9.410 +9.4) 
(-22 .6 10 +14 .6) 
(- 11.410 +S .4) 
(- 175 10 -0.5) 
(-4 .310 + 18.1) 
(-2S .2 to -5 .6) 
(-<; 1.3 to +8.48) 
(-48.210 +24 .0) 
(-37.110 + 18. 1) 
(-17 .710 +4 .7) 
(- 12.610 +3 .4) 
(-17. 110 + 11.0) 
(-2 1.7 10 +7 .7) 
(- \3 .0 10 + 12.0) 
(- 14.810 +3 .6) 
Question ACCESS TO DIABETES SERVICES. POSTAL QUESTIONNAIRE 
~II' 
Do you think diabetes is a serious disease? 
Is your diabetes serious? 
Is seeing a doctor/nurse regularly for yew diabetes important? 
Have you considered not attending because onc of the staff was rude to you? 12 
10 
Does the doctor/nwsc have enough time for you? 
Have you considered that yow visits to the centre/surgery arc a waste of time? 0 
15 
Would il be helpful if there were more black members of staff in the ccnue!swgery? 24 
Do you ever feci lhat waiting time in the day ccntre!swgcry is too long? 
Does Ihe waiting time stop you from seeing the doctor on a regular basis? 113 
23 
Do problems wilh language. reading or writing prevent you from attending? 17 
13 
Do child care problems make it difficult for your to attend? .i.. 7 
Do Iransport problems make it difficult for you to attend? 22 
Does affording bus/tube fares make il difficult for you 10 attend? 13 
20 
Do clinic times make il difficult for you 10 attend? 10 
10 
Does your job make it difficull for you 10 attend? 111 
22 
o 10 20 
158 
62 
50 
48 
60 
28 
f-
30 40 50 60 
% of posit ive responses 
1 93 
87 
.--
o REGULAR ATTENDEE 
(n:631 
• NON ATIENDEES (n . 
-- ----
! + ---- _. ) 
70 80 90 
93 
93 
96 
--
~ =~~-j 
--1 
100 
HG\)R'£ 1 
an No 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
CORRECT ANSWER (OUT OF 2) .. 
Diabetes can affect people ~ any age I 
Diabetes c:annot be cured 
People with diabetes can lead normal lives 
You cannot catch diabetes 
Diabetes causes blindness 
Diabetes is mora common In blacks than whites 
Diabetes is not caused by eating too much sugar 
Diabetes cannot be caused by shock 
Diabetes can damage the kidne 
Not all people with diabetes need daily injecti 
Diabetes cannot be prevented 
Women with diabetes can have children 
Diabetes can cause impotence 
o 
MULTIPLE CHOICE KNOWLEDGE QUESTIONNAIRE: 
General Population (non diabetics, n = 55) 
84 
60 
76 
93 
64 
51 
64 
44 
75 
64 
46 
68 
46 
20 40 60 80 100 
% Correct Answers 
r\GURr.l 
. 
MULTIPLE CHOICE KNOWLEDGE QUESTIONNAIRE: 
an No CORRECT ANSWER (OUT OF 5' Insulin Dependent (n = 33) 
1 In uncontrolled diabetes the blood sugar is hi 61 
2 Poor control of diabetes results in a greater chance of complication 33 
3 The normal range fOl' blood glucose Is 4-8 mmoU 18 
4 Butter Is mainly fa 51 
5 Rice is mailnly carbohydrat 55 
6 Ketones in the urine is a bad ~~ 27 
7 Changes in the IIAtIg are not .ssociated with diabetes 42 
8 If a diabetic on insu~n becomes UI he must continue to take insu~ 33 
9 If you feel a hypo coming on you should Ilk. something 61 
10 A hypo is caused by too much insuli 15 
o 20 40 60 80 100 
% Correct An.wer. 
HG\JRE4 
MULTIPLE CHOICE KNOWLEDGE QUESTIONNAIRE: 
On No CORRECT ANSWER (OUT OF 5) Diet and/or Tablet Treatment In = 34) 
1 In un~ ontrolled diabetes the blood sugar is high 37 
2 If a diabetic gets an infection the diabetes gets worse 45 
3 The normal I'I~ for blood glucose is 4-8 mmoVL 17 
4 Butter is mainly flit 29 
5 Rice is mainly carbohydrate 43 
6 Lucozade is dangerous for diabetics 43 
7 Changes in the lung are not associated with diabetes 49 
8 When blood sugar is too high you feel tired and thirsty 66 
9 If the feet go numb. check tMm daily for blisters and infections 26 
10 Insulin is produced by the pancreas gland 
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o 20 40 60 80 100 
% Correct Answers 
Appendix VII 
Questionnaire Assessing Problems with 
Access to Diabetes Services 
N~ ................................................. . 
1.0. ................................................... . 
liE IIOtlLIJ L/~E TO I1S~ fOllllBOtIT fOttR IJIt1BEffs, 11IE RESttLTS OF 11IIS 
Q.tlEfflOIlIlI1IRE II/U BE ttSl{) TO ItIfPROVE 11IE f71PE OF IJlt1BffES SERVltE 
PROv/IJE!} flJR fOt( 
THief flttE.fT1()AlNI1IRE IS mltTlf t()NFlIJEIITIAL. N()NE ()F 11IE IJ()eTlJRS ()R 
NtlRSES IIILL SEE f()ttR INOIVIOIlIIL I1A1S/VER.f, S() (j{)ttLIJ f()tt PLEI1SE I1A1S/VER 
I1U THE flttE.fTl()AlS I1S II()AlE.fTlf I1S Pf}SSIBLE. 
PLEI1SE nett OAlE BOX I1fTER EIICII flIlE.fTl()1I. 
1. IIHEII IJIO fOttR OoeTlJR flRff TllL fOtt 11II1T f()tt I1I1IJ IJIt1BEffS ? 
LEU 17II1N 5 fEI1RS ~O 0 5 fEI1RS ()R !f()RE 0 I /J()Alr ttN()/V 0 
2. 11011 /JOfotl FEEL t1BOtIT 11IE fflfTE ()F fOttR· IJIt1BEffS ? 
IS ff ~tn7A1~ BETTER? 0 ffl1lJlE? 0 ~E177N~ IIORSE? D ~ONE 11V11t(? D 
J. . 00 fOt( TlfINK 11II1T IJIt1BffES IS 11 SERI()ttS IJISEI1SE? . 
flES D /10 0 I IJONr KNOll '0 
I. IS f/OttR IJII1BETCS SERI()IlS ? 
flES 0 N() 0 I O()Nr KN()/V D 
5. 11110 IS TIlE !fOff IIfPORTi111T PERSON T7J !lELP f/01l1V1TlI f/OttR IJII1BffES ? 
11IE eolf!lttN/T'I NttRSE D 
flOttR~P 0 
11IE IIOSPffllL OOtT7JR D 
11IE OIl1BETCS NIlRSE 0 
!If/SELF ()1ILf/ 0 
!If! {"MILf/ 0 
6. /)(} I(Ott11lIN~ 11IIIT t!EE/N~ 11 OXTlJR OR NttRSE RE~ttfl1Rt' I7JR 'OUR 
OIl1BEfft! IS I!(PfJRTIIIIT? 
'1Ecf D NO D I OONr ~IIOV D 
7. /l()V!f11111( Tl!fEt! III1VE ,ott SEEII11IE {)OCT1JR OR IIURSE I7JR I(OUR 
OIl1BETEf IN 11IE II1ff 18 I(OIlTllS? 
H{)HE D {)lItJE D 2 1111ES OR !fORE D I !)OHr ~IIOV 0 
8. III1VE I(Ott EVER (}{)IISI{)EREIJ IIOT 1117EIIOIII~ 11IE!JAII tEIITRE / !ttRqERf/ 
BEMtttE OIlE Or 11IE cf!iIrr VIIS RU{)E T1J ,/JU? 
I(Et! D NO D I oOllr ~IIOIV D 
9. f)(}ES 11IE OXT1JR / IIURtE / RECEPTlOlllff III1VE EIIOtt~1I TI!fE flJR I(Ott ? 
I(t;f D 110 . D I oOllr ~IIOIV D 
. . /0. III1VE I(Ott fliER (}{)IISIOEREIJ 11II1T I(OttR VISITS T1J 11IE f)I1f( CEIITRE 
· ./,ftt~ERflI1RE 11 IVllnE Or TlRE? 
. rES 0 NO. D I {)/Jllr ~NOIV D 
11. IVIIEII'(J(( ~O TlJ 11IE f)I1f( CEIITRE / Stt~ERfI/lOttLO 'Ott fllt'O rr 
IIELPFttL IF 11IERE /lERE IIORE !JtI1e,t IIERDERS /Jr ffIIrr ? 
I(ES D N() 0 I {)/JNr ,tN()/tI 0 
12. {)() I(()tt EVER rEEt TlIt1T /lt1mll~ TlIfE III TlIE {)I/f( CE/lTRE / St(~ER' 
IS TlJO tOIl~ ? 
I(ES D It'() D I {)/Jlt'r ,t1t'()/tI D 
13. {)()ES TlIE IVl1mll~ TlRE.fTl)P ,()t( FR()R SEBII~ 11IE {)()C17JR ()IIII 
RE~t(II1R MSIS ? 
I(E! D II() D I {)()IIT ,t1l()/tI D 
11. {)/J I(Ot(III1VE 1111t( PR()DLEIIS /tIff/I t,111~tI~E, REIIOIII~ OR /tIRmll~ /tIIIICII 
PREVEIIT t(Ot( rROIlI117EIt'OIN~ 11IE Ol/f( CEIITRE / !t(R~ERf( ? 
I(E! D tVo D I O()IIT ttN()/tI D 
15. liRE 11IERE Allf PRl1eT1t11L REtfSOIlS IIHltH IfIl~E IT OIFfiC('(tT fOR fO('( 
TlJ IITTEIIO 11IE /MfI CE/ffl(E I S('(~ERf, S('(CH II.f 
CHILD (}liRE PROBLEAS ? fES D 110 D I oollr ~IIOII D 
TRIIII-fPORT PRlJBLEAg ? fEg D NO D I oOllr ~lIlJlI D 
I1rfl)ROIII~ B(,(S/TtlBE filRES ? fES D 110 D I oOllr ~1If!1I D 
(Jtllllt n!lEg ? fEg D 110 D I oollr ~lIlJIV D 
~tlR t1lJB ? fEg D 110 D I OlJllr ~IIOIV D 
O~RRM~IIS? ____________________ ~ ____ _ 
PtEIISE tJIIII f{lJtlIVRITE 001111111 11IE gPIltE BEtlJII, IINWIIlq'ELSE flJ(,( 
/lOIILO LIKE TlJ s,w I1BOt/T HOIV fOtl 11IIIIK 11IE OIt1BETES SERVICE (]{)(,(to 
p~ I!fPRlJttElJ 
PLEII!E tJI1II f()tI SEIIO 11IE lltlEn7()NNlfIRE ifS S()()H ifS Pf)SSlBtE TlJ 11IE BRIXTlJH 
tfO~IIBOtlR/I{}{)O ClJIfIf('(lIfTlIASStJell1nOIl (BNtJII) III 11IE ENVELOPE StlPPLIElJ. 
SIJ!lOJIIE FROII 11IE BlltJllllltt RIII~ fO('( gHtJRTlf TlJ (}/lEeK IVIIETHER fOtlllAVE 
tftff/Tlll/t"/j ELSE TlJ SIIf/ 11110 T/) EtV1CR fO('(R IIAIfE I/IT!) 11IE IIOLI/MII ORAII / 
PLEtfSE tJlllI fO('( tEl1ttE 11 mEPI/IJIIE IItllfBER lVI/ERE IVE tJlllI eOllTl1eT f(O~ 
BEMtlSE f(Ot( COt(tf) BE 11IE tt(C~f( IVIIIIIER.I 7¥~~: ............. .. .. .. ....... .. 
NaII"e ................................................. . 
1.0. ................................................... . 
VE V{)tlL{) LIKE m I1SK f/()tlI1B()tfT f/()tlR OMBEfft 11IE REStlLTS ()F 11IIS 
etlEff/IJII/lI1IRE /VIIL BE tlSEf) TlJ I!IPR()V'E 11IE TflPE ()F {)II1BtTES SERV'leE 
PROt/lOETJ f1JR f/()tI. 
TlIIS fltlEffI(}NtVIIIRE IS cfTRlOTLf O(}IIFI!JEIITlII/ tV(}tVE (}F 11IE !J(}OTlJRS (}R 
tVtlRSES /VILL SEE f{)tlR INIJIVIIJUIIL III1SIVERS, S() O(}ULIJ f(}U PLEIISE III1SIVER 
'1/tL 11IE lltfEffI(}IIS liS 1I(}IIEUlf liS P(}SSIBLE. 
PLEIISE Tlett {)/lE B(}X I1fT£R Ellell Q.UEffI(};1/ 
r. V/lEII DID f/{)ttR {)()eTlJR flRff TELL f/{)tI TlII1T f/{)tf 11110 {)II1BtTES ? 
! lESS 11111/1 5 f/EI1RS ~() D 5 f{EIIRS (}R !f(}RE D I f)(}Nr ttN(}/I/ D 
2. /I{)II f){) f/{)tf FEEt I1B{)tfT 11IE fflfTE ()F f(}UR IJIIIBEffS ? 
IS tr ~E7TIIY~ BElTER? D ffIIBLE? D ~E!TIII~ /I/{)RSE? D ~()/lE 11/1/11fI? D 
.1. P{) f((}tf 771INK 11II1T f)II1BEffS IS 11 SERI(}IIS f)ISEI1SE? . 
~E.f 0 tVtJ 0 I tJtJtVr UtJ/t! D 
-I. /s t(()ttR OIl1BffEt tERI()ttt ? 
~E.f 0 tVtJ D I tJtJtVr KtVtJ/t! D 
5. /1/1() It 771E If()ff IIfP()RTI1Iff PERS{)II TlJ HELP f/()tI "fill f/{)IIR OMBFffS ? 
!liE tIJ!I!ftlllfTllllttRSE D 
/(lJtlR~P 0 
!liE lIfJ.ffffIfL /JIJtT1JR D 
tile (}lII8fTE.f tVtlR.f£ D 
, tII~.fEtr tJtVttf 0 
tII~ r#fILtf 0 
6 DO f/1J1I17I11I,t 17IIIT .fEEltVq 11 OIJCmR IJR tVIIR!E REqtlLIIRLt( {"IJR t(IJIIR 
. /JII1BEff.f l.f fl{PIJRTllIIT? 
f/Eef 0 !VIJ 0 I /JlJllr tttVlJlV 0 
7. 1/0/11 !(11!Vt( TlRE.f IIIIVE t(IJU .fEEtV 17IE /JOCTlJR IJR NIIR.fE FOR t(lJtlR 
. /JII1BEff.f 11I17IE Lllff 13 ROIlT1l.f ? 
#O#E 0 ONCE 0 2 TIRES OR RORE 0 I OONr ttNOIV 0 
8. /lAVE t(OIl EVER CON.f//JEREIJ NOT I177ENO/tV~ 11IE /Jilt( CEIITRE / !IIR~ERt( 
. BEtI1l1.fE OIlE OF 11IE ffII{"F IVII! RII/JE m t(OIl ? 
~E,f 0 110 0 / ootVr tttVOIV 0 
9. P{)Et l7/E ()tJtTlJR / NtlR.fE / REtEPTltJlllff IIIIVE ElltJllqll TlIfE FOR t(OIl ? 
~E,f 0 No-D / /JlJllr ,t1l()1V 0 
10 I1I1VE f/IJII E{lER elJlI!IOEREIJ 11IIIT t(OIlR V/tlTt TlJ 11IE /J1f/I CEIITRE 
· / tUR~ERf( liRE 11 /lllIffE tJF TltlfE? 
~E,f 0 110 0 I ootVr ttNO/V 0 
11. IVIIEII f/Oll qIJ m 11IE !JI1fI CEIITRE / .fIlRqERt( /VOttLO t(OIl fill/J IT 
. HELPFUL IF 17IERE /VERE IfIJRE 8tAe,t IfER8ER.f OF ffIIFF ? 
~Ecf 0 110 0 / OIJllr ttll()/V 0 
12. {){) f/Oll fliER FEEL 11IIIT /lllIffllI~ TltlfE III 11IE /Jilt( CE/IT1(E / .fIlR~ERt( 
It TlJtJ L{)lIq ? 
/fcof 0 /I() 0 I f}()/lT tf/V()/V D 
1.1 /JOE! 11IE /vllffllI~ TlNE.fTl)P t(ott {"RON !EElllq 11IE /JocmR ()IIII 
· RE~IILI1R BII.f/! ? 
/fcof 0 /I() D I f}()/lT K/I()/V D 
1-1. {){) t(tJIIIIIIVE 1I11f/ PR08LER! /VITII LIIII~tI~E, REIIOIII~ tJR IIRfflllq /vllltll 
· PREVEIIT t(Otl ("ROR 1177E1I/J/II~ 11IE /J1f/I eEIffRE / !tlR~ERt( ? 
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Appendix VIII 
Knowledge Questionnaire for Insulin 
Dependent Diabetics 
DIABETES QUESTIONNAIRE: INSULIN DEPENDENT 
Please tick the ONE answer that you think is most correct. 
1 In uncontrolled diabetes the blood sugar is: 
A Normal 
B Increased 
C Decreased 
D I don't know 
2 Which one of the following is true? 
A It does not matter if your diabetes is not fully controlled as long as you 
do not have a coma 
B It is best to show some sugar in the urine in order to avoid hypo's 
C Poor control of diabetes could result in a greater chance of complications 
later 
D I don't know 
3 The normal range for blood glucose is: 
A 4-8 mmolll 
B 7-15 mmolll 
C 2-10 mmolll 
.D I don't know 
4 Butter is mainly: 
A Protein 
B Carbohydrate 
CFat 
D I don't know 
5 Rice is mainly: 
A Protein 
B Carbohydrate 
CFat 
D Mineral and vitamin 
E I don't know 
6 The presence of ketones in the urine is: 
AA good sign 
BAbadsign 
C A usual finding in diabetes 
D I don't know 
7 Which of the following possible complications is usually 
not associated with diabetes? 
A Changes in vision 
B Changes in the kidney 
C Changes in the lung 
D I don't know 
8 When a diabetic on insulin becomes ill and unable to eat the 
pescribed diet: 
A He should immediately stop taking his insulin 
B He must continue to take thie insulin 
C He should use diabetic tablets instead of insulin 
D I don't know 
9 If you feel the beginnings of a hypo-reaction you should: 
A Immediately take some insulin 
B Immediately lie down and rest 
C Immediately eat or drink something sweet 
D I don't know 
10 A hypo is caused by: 
A Too much insulin 
B Too little insulin 
C Too little exercise 
D I don't know 
Appendix IX 
Knowledge Questionnaire for Non-Insulin 
Dependent Diabetics 
DIABETES QUESTIONNAIRE: DIET OR DIET AND TABLET TREATMENT 
Please tick the ONE answer that you think is most correct. 
1 In uncontrolled diabetes the blood sugar is: 
A Normal 
B Increased 
C Decreased 
D I don't know 
2 Whe:n a diabetic person gets an infection: 
A The diabetes gets better 
B There is no effect upon the diabetes 
C The diabetes gets worse 
D I don't know 
-
3 The normal range for blood glucose is: 
A 4-8 mmol/l 
B 7-15 mmolll 
C 2-10 mmolll 
D I don't know 
4 Butter is mainly: 
A Protein 
B Carbohydrate 
C Fat 
D I don't know 
5 Rice is mainly: 
A Protein 
B Carbohydrate 
C Fat 
D Mineral and vitamin 
E I don't know 
6 Lucozade is: 
A Generally good for people with diabetes 
B Only good when taking exercise 
C Dangerous for people with diabetes 
D I don't know 
7 Which of the following possible complications is usually 
not associated with diabetes? 
A Changes in vision 
B Changes in the kidney 
C Changes in the lung 
D I don't know 
8 When the blood sugar is too high you feel: 
A More energetic 
B Unable to sleep 
C Tired and thirsty 
D I don't know 
9 When the feet go numb due to diabetes, you need to: 
A Walk barefoot to harden the skin 
B Check the feet daily for blisters and infections 
C Keep the feet as warm as possible 
D I don't know 
10 Insulin: 
A Does not occur naturally in the human body 
B Is produced by the pancreas gland 
C Keeps the blood sugar from going too low 
D Stops the kidney making urine 
E I don't know 
Appendix X 
Knowledge Questionnaire for the General 
Population 
DIABETES QUESTIONNAIRE: General Population (non diabetics) 
Please circle True OR False after each statement. 
1. Diabetes can affect people of any age. 
2. Diabetes can be cured. 
3. People with diabetes can lead normal lives. 
4. It is possible to catch diabetes from a friend. 
5. Diabetes is the commonest cause of blindness 
in people under 65 in UK. 
6. Diabetes is less common in Blacks than Whites. 
7. Diabetes is caused by eating too much sugar. 
8. Diabetes can be caused by shock. 
9. Diabetes can damage the kidneys. 
10. All people with diabetes need daily injections 
of insulin. 
11. Diabetes can be prevented. 
TRUE / FALSE 
TRUE / FALSE 
TRUE/FALSE 
TRUE / FALSE 
TRUE / FALSE 
TRUE I FALSE 
TRUE / FALSE 
TRUE / FALSE 
TRUE I FALSE 
TRUE / FALSE 
TRUE/FALSE 
12. Women with diabetes should not have children. TRUE I FALSE 
13. Diabetes can cause impotence. TRUE I FALSE 
Appendix XI 
Beatrice Ward Pilot Study 
Description of Beatrice Ward 
Beatrice is a 28 bed gynaecological ward at St Thomas' Hospital, London. Tw nty two 
beds have been allocated to gynaecological patients and the other six beds allo (I t -d to 
medical patients. The bulk of the patients treated on the ward ar for major or minor 
surgery relating to gynaecological disorders. Types of surgery and treatm III routin Iy 
performed include: 
• laparoscopy 
• incision of Bartholins Abscess 
• hysterectomy Ilaproscopic hysterectomy 
• abortion 
• cone biopsy 
• chemotherapy treatment 
• vulvectomy 
• hysteoscopy 
• D&C 
• ERPC - miscarriage 
• ectopic pregnancy 
• cathetron treatment 
• tubal surgery 
• radiotherapy 
• hormone implants 
There are also a number of outlier patients on the ward. These patients are pin d h r -
from casualty when an overspill occurs in the appropriate ward. Problem with tr atin 
outlier patients include the need to write individual care plans, unfamiliarity with 
treatment regimen and contact with the consultant. 
Staff Skill Mix 
Full time staff on the ward consists of 16 nurses (1 sister, 1 senior staff nurs ,7 taff 
nurses, 4 grade D nurses, 1 enrolled nurse, 2 auxiliary nurses), student nur s, 
support, cleaning staff and voluntary workers. The ward's consu ltants, r gistrnrs and 
junior doctors (6 doctors in total) split their time between in-pati nt, out-pati ni, de y 
case and surgery (clinic, theatre and ward duties). The ward also deals with Cl lar 
number of diagnostic, treatment, administration and support service departm nts acro 
the hospital. 
The ward organises its nursing staff in two 12.5 hour shifts (Bam - B.30 pm and Bpm -
B.30am). At Bam and Bpm daily, nursing duties are officially handed over to th new 
shift. Routine day to day running of the ward consists of several core activiti . Th 
include: 
• Pre & post operative patient management 
• Patient observations: blood pressure, pul se, temperature 
• checks for bowel movement, catheterisation, pv bleeding, IV drip 
• wound inspection and treatments 
• Drugs round: 4 times daily 
• Patient meals: 3 times daily 
• Washing patients 
• Changing linen and making beds 
• Handling phone calls 
• Writing patient care plan (on admission) and updating patient notes ( ~ rdex) 
• Ensuring pharmacy, CSSD, linen and general supply levels are ad quate 
Core administrative duties are carried out by both the nursing staff and w ard I rk and 
include: 
• organising portering!transport 
• booking diagnostic tests (ultrasound, X ray, ECG etc) 
• filing diagnostic results 
• retrieving patient notes 
• preparing patient theatre lists(medical staff only, normally SHO) 
• preparing patient admission/discharge lists 
• preparing discharge notes (for GP, contracting and activity purposes) 
• preparing discharge letters (Micromed computer system) 
Although a large amount of data collection occurs, the use of IT is extr m Iy limit d. 
However both the 'Crescendo', Nursing audit system and 'Microm d' us d by do tor 
and ward clerk were being installed. Currently the 'Micromed' ySI m stor s fairly 
limited data: 
• patient details 
• GP 
• date of out-patient consultation 
• date of bookedlA&E admission 
• treatment received 
• discharge date 
• GP letter 
The system is also being used in gynaecologica l out-patient, how v r Ih r i n l ink 
between the computers at present therefore duplica tion of dala ntry i lIn~ v id. bl . 
The nursing audit system also stores similar out-patient information enter d by nur in 
staff. As well as this, the old paper system is running alongsid both omput r y t m . 
Routinely Stored Data 
Therefore a considerable amount of routinely stored data is available whi h is as ily 
accessible for audit/quality improvement activity. These data includes: 
• 
• 
• 
• 
• 
• 
• 
• 
waiting time for admission 
A&E/routine admissions 
bed allocation: gynae/outliers 
admissions I cancelled admissions 
casenote availability 
cross-infection rates 
GP correspondence 
haematology, chemistry, microbiology, X Ray, ultrasound, CG and 
histology results 
At the time of this study no formal audit or quality improvement programm s w r in 
place. 
Patient Flow Chart 
A flowchart of how a patient is admitted on to the ward and until discharge i illustrc t d 
in figure A 11.1 It highlights the reliance on a core of specialised medica l and para-
medical care external to Beatrice Ward. 
External Adaptation Model 
The external adaptation model produced is illllstrat d in figll r A 11 .2 . It d p i t th 
large number of external customers and suppliers for Beatrice Ward . 
Figure A 11.1: Patient Flow Chart 
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Figure A 11.2: External Adaptation Model of Beatrice Ward 
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